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Foreword 


i recent years the negotiation of many types of health and welfare 

programs in collective bargaining contracts has brought to the at- 
tention of the general public the interest of management and labor in 
the field of employee health and medical care. This interest has been 
regarded by the public as a new development in labor relations—an 
extension from the traditional concern of managements and their 
employees with wages and hours and working conditions. 

Close observers of the field of medical care as well as labor relations, 
however, have long been conscious that the interest of management and 
workers in health and medical care programs was not a new thing. 
Some companies and unions established programs of this type more 
than a hundred years before the surge of interest in voluntary health 
and welfare plans that came during World War II. 

This volume is an effort to trace the origin and growth of health 
and medical care programs under management or employee sponsor- 
ship and to describe selected programs. It is the third in a series of 
studies produced by the Public Health Service dealing with the broad 
area of health and medical services in industry. It is hoped that it 
will be valuable not only to management and employee groups, but 


to other interested persons. 


Surgeon General, 
Public Health Service. 


Hie 


Preface 


HIS volume is the third in a series on health and medical facilities 

in industry. The first two dealt largely with the facilities avail- 
able to employees within their working environment, generally re- 
ferred to as in-plant services. Industrial Health and Medical Pro- 
grams, published in 1950, covered the broad field, and was followed two 
years later by the second volume, Small Plant Health and Medical 
Programs, in which problems peculiar to the small plant were 
‘presented. | , 

Management and Union Health and Medical Programs presents the 
results of yet another exploration into the area of employee health, 
this time with emphasis on the provision of medical care outside of 
the plant, for the workers, and sometimes their families, under the 
sponsorship of employees’ organizations or unions, or of management, 
or both. 

The development of early programs is traced and mention made of 
the significant events which brought about the current practice of 
including health and welfare provisions under collective bargaining. 
Management and union sponsored health and medical programs have 
gone through several distinct phases. In the early years, many em- 
ployee groups as well as management, alone or in cooperation with 
employees, sponsored health programs. Later, stimulated especially 
by wage control legislation, health and welfare programs were pro- 
vided for employees in lieu of wage increases. Also discussed are the 
development of State workmen’s compensation laws and their gradual 
extension to include coverage of occupational diseases. 

The 10 health centers described in detail in this volume were selected 
as representative of plans providing different kinds of service. The 
inclusion of certain plans and the omission of others in no way imply 
a judgment as to the merits of either group. 

Numerous questions concerning health plans have been raised by 
medical directors, company executives, trade-union leaders, insurance- 
company officials, and directors of voluntary health insurance pro- 
grams. More specifically these questions dealt with the development 
of the programs, the kind and amount of benefits provided, methods 
of providing care, methods of administering and financing programs, 
and the relationship of these programs to other health services avail- 
able to employed groups. This volume provides material useful in 
answering such questions. 


IV 


This report is based on an analysis of published and unpublished 
material, correspondence, and personal interviews. Its preparation 
was made possible only through the generous cooperation of the medi- 
cal directors of the health programs described and other authorities 
in the field of medical care, for which the authors are deeply appre- 
ciative. Grateful acknowledgement is made to Dr. William M. 
Gafafer, Mrs. Amy W. Firfer and Mr. Herbert Borchardt of the 
Division staff for their assistance. Appreciation also is expressed to 
Dr. William A. Sawyer, former medical director of Kastman Kodak 
Co., now medical consultant to the International Association of Ma- 
chinists, for his critical review of the manuscript and for his construc- 
tive suggestions. | 


Seward E. Miller, 
Medical Director, 
Chief, Division of Occupational Health. 


Organization of Material 


This report is in five sections. The first presents information on the 
development of health and medical programs for employed groups. 
It describes the early efforts of employers and employees to provide 
services for both occupational and nonoccupational illnesses and the 
significant events which brought about the current practice of includ- 
ing health and welfare provisions under collective bargaining. It 
discusses, too, the development of State workmen’s compensation laws 
and the gradual extension of the laws to include coverage of occupa- 
tional diseases. The development of voluntary health insurance for 
employed groups is also traced. | 

Section II defines the extent to which employed groups have medical 
protection through management- and union-financed programs and the 
types of benefits provided. 

The third section describes methods of providing benefits and the 
characteristics of insurance company, Blue Cross, and Blue Shield 
contracts under which most employees having insurance are now 
enrolled. 

Section IV covers contract negotiations between management and 
labor for the provision of medical benefits and the various methods of 
financing and administering the benefits provided. 

‘The fifth section describes in detail several programs, principally 
health centers, that have been developed to provide preventive and 
diagnostic services and in some instances treatment. Both the back- 
ground and present status of these plans have been outlined. 

Since detailed information is readily available on benefits provided 
through Blue Cross, Blue Shield, and insurance company contracts, 
only general and nationwide information of this specific type has been 
presented. References to the literature in this field, however, are in- 
cluded in the bibliography. | 

Appendixes contain detailed information that may be of assistance 
to persons interested in or responsible for the development and direc- 
tion of employee health and medical programs. The material avail- 
able has determined the detail in which information has been provided 
on the various programs. 

The bibliography is restricted to general information in the field 
and does not include all references following the description of each of 
the programs included in section V. 
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Section IF 


Development of Management 
and Union Programs 





Early Industrial Plans 


Management and labor have long had a common interest in employee 
health extending far beyond care for industrial injury and occupa- 
tional disease. Earliest efforts by employers and employee groups 
to bring health services to employees and their families date back to 
the middle of the 19th century. During the latter part of the 19th 
and the Ist part of the 20th century, an increasing number of individ- 
ual employers and small employee groups established medical care 
programs. 

Lumbering, mining, railroading, and other hazardous industries, 
usually located in remote areas where medical facilities were not avail- 
able, established the first prepaid medical care programs to care for 
employees and usually for their dependents. The programs were 
often jointly financed by employer and employees and in some in- 
stances grew out of employee organizations. 

The factors which led to the establishment of the first prepayment 
plans also influenced the type of benefits they provided. Regardless 
of the method by which the programs were financed—whether by 
employers, by employees, or jointly—the majority of them offered 
such medical care as might be needed in the home as well as in the 
physician’s office and in the hospital. Almost without exception, these 
programs served the employees of the one firm directly concerned with 
the program, and many times included service to the dependents of 
the employees. Physicians usually were employed on a full- or part- 
time basis. Some organizations owned their own hospital facilities, 
and a limited number included among their benefits visiting nurse 
service and dental care. Later on, medical services for workmen’s 
compensation cases were frequently provided by the same medical 
staff, but not as part of the prepayment program. 

Many of the early prepayment programs are still operating, their 
importance undiminished, but in the past 10 years they have been 
overshadowed by the expansion of employee health and medical care 
plans which have frequently assumed industry-wide and even nation- 
wide proportions. 

Examples of early medical care programs associated with industry 
follow: 

- 1868—First major industrial medical care prepayment program that is still in 
existence—that of the Southern Pacifie Railroad Co.—was organized in 
Sacramento, Calif. Other early railroad programs still in operation are 
the Missouri Pacific Hospital Association, established in 1872, and the 
Northern Pacific Beneficial Association, in 1882. 

1887—The Homestake Mining Co. of Lead, S. Dak., established a company- 


financed medical department with full-time staff to provide complete medi- 
cal service to its employees and their families. 
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1891—T he employees of New York City gas companies affiliated with Consolidated 
Gas Co. of New York (predecessor of Consolidated Edison Co. of New York) 
to form a benefit program. The society engaged its own physician in 1906; 
in 1916, it opened the first of a number of dispensaries where members 
received treatment, or when necessary, arrangements were made for treat- 
ment at home; in 1922, dental services were added to the benefits. The 
company began to contribute to the program in 1902. The current collec- 
tive bargaining agreement provides that management shall continue the 
existing program for the duration of the contract. 

1897—The forerunner of the present Roanoke Rapids employees medical fund, 
covering the Patterson Mills, the Roanoke Mills, and the Rosemary Manu- 
facturing Co. of Roanoke Rapids, N. C., was established under joint em- 
ployer-employee sponsorship. | 

1913—The health department of the Tennessee Coal, Iron & Railroad Co. at 
Birmingham, Ala., was established to provide complete medical service 
to employees and their dependents through joint contributions from em- 
ployees and employer. 

1918—The workers medical and relief department of Endicott-Johnson Corp. of 
Johnson City, N. Y., was established to provide complete medical service 
to employees and their dependents at the expense of the company. 

1924—-The Stanocola Employees Medical and Hospital Association, Inc., Standard 
Oil Co. of Louisiana, was established to provide complete medical services 
to employees and their dependents under a program jointly financed by 
employer and employees. 


Mutual Benefit Association and Union- 
Sponsored Health and Welfare Programs 


Late in the 18th century, many groups of workers throughout the 
country organized mutual aid associations, such as loan, sick benefit, 
or burial societies. In effect, these programs were an outgrowth of 
the friendly societies developed earlier in England. One of the first 
organizations in this country was the Free African Society, a mutual 
benefit association formed in Philadelphia in 1787. Cash disability 
benefits, which replaced part of the income lost during illness, were 
the first health benefits provided, but medical service programs soon 
followed. Some of these associations extended their activities and 
assumed what today would be called “industrial functions,” thus 
becoming forerunners of modern labor unions. Examples follow: 
1806—The Pennsylvania Society of Journeyman Cabinetmakers of Philadelphia 
was established as a benevolent society ; in 1829, the society set itself up 
constitutionally “as a criterion for workmen to endeavor to settle all 
disputes arising between them and their employers.” 

1810—The Philadelphia Typographical Society was incorporated as a benevolent 
society ; it was reorganized in 1833 with its primary purpose described as 


“the determination and support of adequate wages for journeymen print- 
ers.” 


1859—The Iron Molders’ Union was established; it operated an extensive benefit 
system before assuming industrial functions. All benefits were suspended 
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by the union in 1880 on grounds that such features interfered with in- 
dustrial tasks of organization; they were resumed after ten years. 
1873—The Brotherhood of Locomotive Firemen and Enginemen was formed 
as a benevolent society ; in 1885, it assumed the role of labor union. 
Carpenters, shoemakers, printers, and other crafts began to organize 
during the late 1700's, but these unions were confined to local areas and 
were usually weak because they seldom included a large proportion of 
workers. Most of them existed for only a short time, but many charac- 
teristic union techniques were first developed in this period. From 
the beginning, health and welfare benefits were a recognized part of 
union programs. Over a hundred years later, union leaders seeking 
to organize mass production industries found that many members of 
local unions were reluctant to join unless they were promised health, 
welfare, and other benefits which the smaller unions were providing. 
Among the early unions providing benefits were the following: 
1877—The Granite Cutters’ Union established the first of national union sick 
benefit programs. 
1887—The Barbers’ Union was established ; a sick benefit system was organized 
in 1895. 
1889—The Plumbers’ Union was established; a sick benefit program began in 
1908. 
1895—The Tobacco Workers’ Union was organized; a sick benefit program 
| established in 1896. 
1913—The New York locals of the International Ladies’ Garment Workers’ Union 


started the first union-sponsored service type of medical care plan; the 
union health center was incorporated in 1917. 


Workmen’s Compensation and Temporary 
Disability Laws 


Since 1948, some form of workmen’s compensation legislation has 
been in force in every State. The first laws were enacted in the early 
1900’s and covered accidents only. Gradually, their scope has been 
extended, and laws now in effect also cover all, or at least specified, 
occupational diseases. By January 1952, legislation in all but four 
States provided for some form of occupational disease coverage, and 
over 50 percent of the States provided full coverage. (See appendix 
1.) 

In 1951, workmen’s compensation benefit payments were estimated 
to be $707 million, or 15 percent above the 1950 total, the payments 
reflecting both high wages in recent years on which compensation pay- 
ments are based and the increased costs of hospitalization and medical 
services. Of the estimated $707 million, 63 percent was paid by 
private insurance carriers ; 24 percent by State funds; and the balance, 
by self-insurers. 


Workmen’s compensation laws have had a decided influence on the 
development of both inplant preventive health programs and prepaid 
medical care plans which provide benefits during nonindustrial ill- 
nesses. ‘Temporary disability benefit laws, which provide cash benefits 
during nonindustrial illnesses, undoubtedly will also stimulate the 
development of preventive health services. These laws have now been 
enacted in 4 States and similar legislation has been under considera- 
tion in at least 20 others. 

Significant events relating to workmen’s compensation and tem- 
porary disability legislation were as follows: 


1906—Montana passed a law providing for State cooperative insurance funds 
for workers in and around coal mines; the law was declared unconsti- 
tutional in 1911. 

1908—Congress enacted a law granting to certain employees of the United States 
the right to compensation for injuries sustained in the course of em- 
ployment; in 1916, it replaced this law with one covering all Federal 
civilian employees. 

1910—New York State enacted 2 workmen’s compensation laws—1 compulsory, 
1 voluntary; the compulsory law was held invalid by the New York Court 
of Appeals in 1911; an amendment to the State constitution made possible 
the enactment of a compulsory law in 1914. 

1911—-State of Washington passed the first effective compulsory workmen’s com- 
pensation law. New Jersey passed the first elective type of workmen’s 
compensation law with certain penalties attached for non-election. Hight 
other States enacted laws during the same year—California, Illinois, 
Kansas, Massachusetts, Nevada, New Hampshire, Ohio, and Wisconsin. 

1917—Hawaii enacted the first legislation covering occupational disease. Occu- 
pational disease legislation was enacted in California in 1918, and in 
Connecticut and Wisconsin in 1919. 

1942—First State temporary disability benefit law was passed in Rhode Island. 
Other State laws were passed in California in 1946, in New Jersey in 1948, 
and in New York in 1950. 

1948—Mississippi was the last State to adopt workmen’s compensation. 

1951—State of Nevada enacted legislation providing for rebates in workmen’s 
compensation insurance premiums up to 20 percent, or twice the previous 
rate, to any plant maintaining for 2 years a “high standard of safety 
or accident prevention as to differentiate it from other like establishments 
or plants.” Rebates up to 30 percent, or twice the former rate, are speci- 
fied for plants which maintain such standards for more than 2 years. 


Health Benefits Under Collective Bargaining 


Both unions and industry have developed their most distinctive fea- 
tures and have had their greatest growth since 1900, during an era 
of great economic, social, political, military, and scientific changes. 
By the end of the 19th century, mass production and mechanization 
were being applied to some industries, but, with a few possible excep- 
tions, the large, nationwide, highly mechanized industries have been 
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products of the last 50 years. By 1900, a number of unions were 
operating, but the large national and international unions had not yet 
taken their place in the economic life of the United States. Informa- 
tion on the growth and distribution of the labor force and union mem- 
bership (appendixes 2-7) indicates the vast changes that have taken 
place since the turn of the century. 

Although union interest in health and welfare benefits is as old 
as the unions themselves, the practice of including such benefits under 
collective bargaining agreements is a recent development. 

Events influencing this trend include the following: 


1918—The War Labor Board, established during World War I, recognized the 
right of workers to organize trade unions and bargain collectively, as 
well as the right of employers to organize associations for bargaining 
purposes. General principles under which the Board operated were signifi- 
eant as a reflection of a new governmental attitude toward labor. 

1926—Congress enacted the first Railway Labor Act which included many of 
the principles developed by the War Labor Board. 

The Public Service Corp. of Newburg, N. Y., and the Amalgamated 
Association of Street and Electric Railway Employees adopted the first 
collective bargaining agreement containing a health and welfare clause. 
It provided for life insurance and weekly cash benefits. 

1985—The National Labor Relations Act set up the National Labor Relations 
Board and recognized the rights of workers to organize and bargain col- 
lectively with employers through representatives of their own choosing. 

1942-45—The National War Labor Board was established to determine proce- 
cedures for settling disputes. Board laid down the “Little Steel’ formula 
for wartime wage adjustments based on a 15 percent rise in living costs 
from January 1, 1941, to May 1, 1942. With wage increases blocked, 
“fringe issues” assumed importance. The War Labor Board originated 
the term “fringe issues” to decide what it defined as “miscellaneous ad- 
justments, mainly related to working conditions, which directly or in- 
directly affect employees’ compensation and which are normally designed 
to meet a special situation or problem within a company or industry.” 
Favorable policy toward “fringe issues” adopted by the War Labor Board, 
as well as a ruling of the Bureau of Internal Revenue that, for income 
tax purposes, money advanced by employers toward legitimate insurance 
plans for employees could be deducted from gross income as a proper 
business expense, stimulated the growth of union health and welfare pro- 
grams under collective bargaining. 

1946—The Krug-Lewis agreement established health and pension funds in the 
bituminous coal industry. 

1947—The Labor Management Relations Act, 1947 (Taft-Hartley Act), was 
passed, requiring that funds appropriated for health programs (and other 
specified programs) be administered by boards with equal representation 
from union and management. 

1948—In April, the National Labor Relations Board held in the Inland Steel case 
that pension and insurance benefits were included in the terms “wages” 
and “conditions of employment” under the Wagner and Taft-Hartley Acts. 
Employers were, therefore, under statutory obligations to bargain with 
the employee representatives concerning the terms of a retirement: pro- 
gram. In June, the Board also ruled that employers were required to 
bargain over pensions and a group insurance plan and, in addition, that 
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they could not institute a group insurance plan without consulting the 
statutory bargaining representatives. Subsequent ruling by Board and 
courts upheld this decision. 

1949—The Presidential Board of Inquiry, investigating a labor dispute in the 
basie steel industry, concluded that “industry, in the absence of adequate 
Government programs, owes an obligation to the workers to provide for 
maintenance of the human body in the form of medical and similar bene- 
fits and full depreciation in the form of old-age retirement—in the same 
way as it does now for plant and machinery. This obligation is one 
which should be fulfilled by enlightened business management, not when 
everything else has been taken care of but as one of the fixed costs of 
doing business—one of the first charges before profits.” 

1951—Health program provisons in labor-management agreements were ac- 
celerated by regulations of the Wage Stabilization Board, which ruled 
that the inclusion of health and welfare benefits under collective bar- 
gaining was not in conflict with objectives of the Defense Production Act. 


Growth of Voluntary Health Insurance 


The growth of voluntary health insurance has coincided with the 
growth of health and welfare programs under collective bargaining 
agreements. During the 10-year period, 1942-52, hospital coverage 
increased from about 20 million persons to more than 92 million, and 
surgical coverage, from about 8 to 73 million. The number of persons 
eligible for some form of medical care, principally for hospitalized 
illnesses, also increased greatly during this period—from 3 million 
persons in 1942 to 86 million in 1952. The growth of these three types 
of coverage during and after the war is shown in figure 1. 

Coverage varies considerably by State (appendix 8). In States 
with the higher per capita income and the larger proportion of their 
population living in urban centers more of the people are insured 
against the cost of hospital, surgical, and medical care. 

The growth of each of the three types of voluntary health insur- 
ance is shown by the fact that enrollment at the end of 1952 repre- 
sented the following increases over enrollment 2 years earlier: 


Percent 
Hoepitalizatiow = ...60 cet a se ee ee 19 
Surgical <c0verage seu. 3 ee eee eee 34 
Medica). care. ..t26t So eee kee eee ee 65 


The 92 million persons in the United States estimated to be eligible 
for hospitalization at the close of 1952 represented about 59 percent of 
the civilian population; surgical and medical coverage had been ex- 
tended to 47 and 23. percent, respectively. With the exception of 
approximately 5 million persons enrolled in several other types of 
programs, the entire coverage was under Blue Cross, medical society, 
and insurance company contracts. Distribution was as follows: 
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Figure 1.—Growth in hospital, surgical, and medical expense coverage by years, 


1940-52 


Source: The Survey Committee of the Health Insurance Council: A Survey of Accident 
and Health Coverage in the United States. New York, The Council, 1958. 
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Persons covered: 


Giand: total 2.23. Se ee ee eee 100, 548, 000 | 81,384,000 | 38, 746, 000 
Deduction for estimated duplication........--.----------------- 8, 881,000 | 8, 223, 000 2, 949, 000 
INGtitotal 24. ns So cee tee ee ae sean eee eee 91, 667,000 | 73,161,000 | 35, 797, 000 

Percent (of grand total), enrolled under: 
Insurance contracts: s-=.=<c- 2. 2 ee soos eee ee we eee eae eee 52 60 40 
Blue Cross and medical-society sponsored plans !_._-...--..----- 43 34 47 
Others. S262 cen neon ae ewt wenn escenseeo se sseates copeseeceeeosees 5 6 13 





1 With few exceptions, Blue Cross. plans donot provide: medical or saneint coverage. and medical society . 
plans do not cover hospitalization. 

Details as of the end of 1952 on the coverage of subscribers and de- 
pendents under individual and group insurance company contracts, 
under Blue*Cross plans and plans sponsored by medical societies, and 
under industrial and other types of programs are given in appendix 9. 

Voluntary health insurance is based on the principle of group cover- 
age. Although, as a result of operating experience, the programs 
have been able to liberalize their policy regarding individual mem- 
bership, group enrollment remains the core around which the programs 
are built. Since industrial workers and their dependents are the most 
numerous and accessible groups, the membership in these programs 
is predominantly among employed groups. Union members and their 
dependents alone represent a substantial part of the membership in 
Blue Cross, Blue Shield, and insurance company plans. 

The proportion of persons having hospital insurance has been found 
to be twice as high per unit of population in urban as in rural States. 
A similar ratio between high- and low-income States also indicates 
that the bulk of the coverage is in areas where there are steadily em- 
ployed moderate- or high-income groups. 


Insurance Company Contracts 


The first health insurance contracts offered by insurance companies 
covered accidents only. Sickness insurance began to develop about 
1890. The first policies provided very limited benefits and partially 
reimbursed patients for time lost from work during disability. Dur- 
ing the early 1900’s, some insurance companies extended their con- 
tracts to cover weekly indemnity payments for hospital and surgical 
care. Today, health-insurance contracts may be purchased by both 
individuals and groups. Insurance companies and associations issu- 
ing health and accident protection include nearly every type of insur- 
ance organization—health and accident companies, life-insurance com- 
panies, casualty companies, fire-insurance companies, and various 
fraternal societies and other organizations. 
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Significant events included: 


1911—First group insurance contracts were written. Life insurance was the 
first type of benefit to be offered by companies and received widespread 
acceptance. : 

1914—First group insurance contracts for temporary disability benefits were 
written. 

1918—The National Convention of Insurance Commissioners, which was com- 
posed of representatives of State insurance regulatory bodies, adopted a 
definition of group insurance and laid down certain basic principles to 
guide its development. Most life-insurance companies accepted the defini- 
tion and principle immediately, and laws incorporating these provisions 
were passed in many States. 

1935-37—Large life-insurance companies began to write group hospital expense 
insurance. At first, contracts were not sold separately but were written 
to supplement group life and disability contracts already in force. They 
covered employees only. 

1936-38—Companies began to write surgical expense contracts and to cover 
dependents. 

1940—Experiments in medical expense coverage began about this time; the 
practice became more general by mid-1940’s. 

1946—The Health Insurance Council was established primarily to provide insur- 
ance companies with a means of communicating with doctors, hospitals, 
and their organizations. The council is composed of representatives of 
nine insurance company associations. 

1950—Companies began to write major medical expense contracts covering long- 
term expensive illnesses. The insured pays initial cost of illness up to a 
specified amount, varying according to cost of policy. 


Blue Cross Hospital Plans 


The first prepayment hospital service plans were developed by in- 
dividual hospitals. Hospitals in northern Minnesota sold such insur- 
‘ance to lumberjacks as early as 1880. ‘These early plans were success- 
ful at first, but they failed eventually because of overutilization. 

The predecessor of the present Blue Cross plans was a hospital pro- 
gram established at Baylor University, Dallas, Tex., in 1929. The 
vice president of the university developed a plan at the request of 
teachers in the community. For a prepayment fee of $3 per semester 
or $6 a year, members were eligible for 3 weeks’ hospitalization. 
Other employed groups in the city asked permission to join. Similar 
programs began to spring up in other sections of the country. Hos- 
pitals serving these communities.soon realized the advantage of de- 
veloping community-wide programs instead of operating individual 
hospital plans. By 1941, 65 approved hospital service plans, with an 
enrollment of more than 6 million persons, were in operation in the 
United States. 

The following events were significant in the development of hospital 
plans: 


il 


19382—The first citywide plan was offered by hospitals of Sacramento, Calif. 
Plan developed out of an effort by one hospital in the city to provide hos- 
pital insurance for its own employees. Other hospitals asked to partici- 
pate; later the general public was allowed to participate. The plan was 
set up as a mutual insurance company, and initial capital was supplied by 
the hospital. 

In the fall of 1932, the council on community relations and administra- 
tive practice of the American Hospital Association appointed a consultant 
on group hospitalization. 

1933—At the request of a small group of business men, a plan was started in 
Newark, N. J., in January. In 19387, this plan became the Hospital 
Service Plan of New Jersey. 

Hight hospitals in St. Paul, Minn., began a program which later became 
the Minnesota Hospital Service Association. During the early years of its 
operation, the plan developed the idea of a Blue Cross symbol. Other 
programs started in 1933 in Durham, N. C.; San Jose, Calif.; and two in 
West Virginia. The San Jose and West Virginia plans later were dis- 
continued or merged with other plans. 

In February of 1933, the board of trustees of the American Hospital 
Association adopted a resolution approving the principle of hospital in- 
surance and referred the subject to the council on community relations 
and administrative practice for study and recommendations. The Asso- 
ciation also published a small publication, Hssentials. of an Acceptance 
Plan for Group Hospitalization, during the same year. 

1934—The Hospital Service Association of New Orleans was started in February ; 
it took over certain contracts of Touro Infirmary, which had initiated a 
program in 19382. 

A plan was also started in Washington, D. C., with initial capital pro- 
vided by the Community Chest; and in Cleveland, Ohio, were the Cleve- 
land Hospital Council sponsored the program and funds were lent by 
Cleveland Welfare Federation. 


1935—New York passed the first enabling legislation exempting plans from ordi- 
nary insurance regulations. Legislation was necessary because the State 
superintendent of insurance was the first authority to rule that proposed 
hospital service plans were engaging in inSurance. | 

Nine plans were organized during this year—three in New York State, 
two in Virginia, and one each in Delaware, North Carolina, Pennsylvania, 
and Tennessee. 

19387—The Commission on Hospital Service was organized. Originally, it was 
called the Committee on Hospital Service; in January 1946, it became the 
Blue Cross Commission. 

Executives of nonprofit hospital service plans met in Chicago and an- 
nouncement was made that the American Hospital Association author- 
ized associate institutional membership. The outgrowth of tnis meet- 
ing was an approval program, initiated in 1948, permitting use of Blue 
Cross name and symbol for nonprofit hospital service plans. 

1949—Health Services, Inc., was. authorized. It provides means of enrollment 
through which uniform rates, benefits, and payments are provided for 
organizations with national coverage. First national contract was issued 
on November 1, 1950, to certain employees of the United Press Association. 

1950—Nationwide agreements were made by the United Steelworkers of America 
and various steel companies in cooperation with local Blue Cross plans, 
providing all eligible workers of a company with uniform iar 1 
benefits at uniform rates. 
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1951—The revised Inter-Plan Transfer Agreement became effective, superseding 
a 1949 agreement which most plans had observed to some extent. The 
revised agreement was developed to meet the need for uniform regulations 
regarding transfer of members. It is administered by Blue Cross Com- 
mission through a Transfer Board appointed annually. 


Medical Society Sponsored Plans 


The first prepayment medical society sponsored plans were organ- 
ized by county medical societies which sought various methods of 
helping low-income families in the community meet the cost of ill- 
ness. During the 1930’s, local medical societies in Washington and 
Oregon contracted with employers to provide medical service for em- 
ployees; the programs later expanded into prepayment plans with 
eligibility for enrollment on a broader basis. During the 1940’s, 
medical societies in most States began to sponsor medical society 
programs. 

The following significant events influenced the development of 
these plans: 


1939—The first State medical society sponsored plans were established in Cali- 
fornia and Michigan. In the same year, Connecticut, New York, Penn- 
sylvania, and Vermont enacted enabling legislation. 

1940—Medical society plans were established in Buffalo and Utica, N. Y., in 
Pennsylvania, and in North Carolina. 

1948—Approximately 1,000,000 persons were then enrolled in medical society 
sponsored plans. The house of delegates of the American Medical Asso- 
ciation created the council on medical service to facilitate the exchange 
of data and to provide accurate information to everyone on the develop- 
ment of plans affecting the distribution of medical care. 

1946—The Associated Medical Care Plans, Inc., was formed under the sponsor- 
ship of the American Medical Association as central agency for approv- 
ing programs and coordinating their activities. Plans meeting council’s 
standards are now known as Blue Shield plans. 

1951— One or more plans were in operation in 48 States, the District of Colum- 
bia, and Hawaii. 
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Growth of Programs 


A United States Department of Labor study shows that by mid- 
1950 practically every major union in the country (excluding unions 
representing railroad and government employees for whom special 
Federal, State, or municipal legislation exists) had to some extent 
negotiated pension or health and welfare programs, providing one or 
more of the following: life insurance or death benefits; accidental 
death and dismemberment payments; accident and sickness benefits 
(but not sick leave or workmen’s compensation) ; cash or services 
covering hospital, surgical, maternity, and medical care. 

The rapid growth of such programs is shown by the fact that the 

number of persons covered had more than doubled between 1948 and 
1950. In the latter year, at least 7.7 million workers (about 50 per- 
cent of all union membership) were estimated to be eligible for some 
type of health, welfare, and/or pension benefit. At that time 4.6 mil- 
lion workers were eligible for health and welfare as well as pension or 
retirement benefits; 2.5 million, for health and welfare benefits alone; 
and 0.5 million, for pensions alone. 
_ Differences in benefits provided were found to exist between the 
unions affiliated with the two major labor groups. Of 2.7 million 
AFL members reported to be covered by some kind of employee benefit 
plan under collective bargaining agreements in 1950, about a third had 
both health and welfare benefits and pensions, about half had health 
and welfare benefits alone, and about a sixth had only pensions. On 
the other hand, of the 3.6 million CIO members with coverage, more 
than three-fourths were covered by both types of benefits; about one 
fifth had only health and welfare benefits; and a very small proportion ~ 
had pensions only. <A pattern somewhat similar to that of the CIO 
was evident for the 1.3 million covered members of unaffiliated unions. 
In appendix 10, covered workers are classified according to type of 
benefit and union affiliation. 

Of the more than 7 million workers eligible for health and welfare 
benefits, 4.8 million were estimated to have hospitalization, and 4.4, 
some type of medical coverage. In addition, an unknown number of 
dependents were eligible for hospitalization and medical benefits 
through such programs. : 

Current coverage for health and welfare benefits is estimated to be 
between 9 and 10 million (about two-thirds of all union membership), 
with 7 million estimated to have hospitalization and 6.5 million, some 
form of medical protection. Growth of the programs was greatly 
stimulated by relaxation of Wage Stabilization Board regulations in 
1951 to permit inauguration or amendment of approved health and 
welfare plans without the necessity of including funds used for this 


17 


purpose in the 10 percent permissible increase in worker’s 
compensation. 

Information is not available on the duration of the collective bar- 
gaining agreements that include the various types of health and wel- 
fare benefits, an item of great importance to persons planning 
programs, but a recent report of the Bureau of Labor Statistics shows 
the prevalence of long-term agreements. A listing of 177 significant 
current agreements, each involving more than 5,000 workers, indicates 
that approximately three-fourths were negotiated for a term exceed- 
ing 1 year, and almost 60 percent were to cover a period of two years 
or longer. Almost a million workers are covered by the 25 agreements 
with a term of 4 years or more. 

The typical agreement with a duration of 2 years or more provides 
for automatic wage adjustments or for a reopening of the contract by 
either party on wage issues. The 177 agreements by duration are 
shown in the accompanying table. 


Number | Number of Number | Number of 

Term of agree- workers Term of agree- | workers 

ments covered ments covered 
Total...-------------- ___177 |__5, 523, 050 |! Over 3 and less than 4 years. 3 56, 000 
Fyearor less22 =. 225-222-222 45 1 193 650)4|||/*4 years ss ase ee ee eee 2 23, 600 
Over 1 and less than 2 years- 28 776, 000 || Over 4 and less than 5 years. 10 508, 000 
DYCAlS a ee sae sas eee ees 40 GAH TACO eI OnV CaS oa. See ee 10 436, 700 
Over 2 and less than 3 years. 12 4,498, 30051) Over 5 years 22. 222.22 os: 3 18, 000 
Seal na ec sarees oe 20 437,700 || Information not available--_ 4 104, 700 


Coverage By Size of Industry 


An analysis of 9,000 labor-management agreements (with and with- 
out health and welfare clauses) on file with the Bureau of Labor 
Statistics, United States Department of Labor, at the end of 1950, 
shows a great concentration of workers under agreements covering 
large groups. Although more than three-fourths of the 9,000 agree- 
ments covered less than 500 workers, less than one-sixth of the 7,000,000 
covered workers came under these small agreements. As the following 
table indicates, more than three-fourths of the workers were under 
agreements covering 1,000 or more workers: 


Percentage distribution 


Agreement coverage 
Number of | Workers 
agreements} covered 


NOt oe eo en os Soe Se ee eS ED 100.0 — 100.0 
Ta40 eee. Seek eset 2D yet eee DA eres eae ee ee ee eee 24.4 9 
La, | 8, 2) ee ec See OPE pre TAD AL pete SECS ON obey Ne Se hans Va SN i Or ee VEN Ng Sys 12.5 
S00S090F = Xs. Beret esti pao rs eel) Sey eee 8 ee eet 10.6 9.1 
Be OOO Sea NO VOT a 5 Sc eee he ceca en 11.8 77.6 


1U. S. Department of Labor, Bureau of Labor Statistics, Collective Bargaining Agree- 
ments: Expiration Reopening, and Wage Adjustment Provisions of Major Agreements, BLS 
Report No. 17. Washington, The Department, June 1953. 
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About 50 percent of the 7,000,000 workers were under contracts each 
covering 5,000 or more workers and negotiated with large employers 
or employer associations. In fact, 11 agreements, each covering 50,000 
or more workers, accounted for about one-fifth of the total coverage 
under the 9,000 agreements. Among the contracts studied were 499 
classified as “interstate.” Many of the largest contracts fell into this 
category. Additional information from the study is given in appen- 
dix 11. 

A comparison of workers under these 9,000 agreements with workers 
in units reporting to the Bureau of Old-Age and Survivors Insurance 
during approximately the same period, further illustrates the concen- 
tration of workers under agreements covering large numbers. 


Number of workers covered 
(in thousands) 








Percent of 
— old-age and 
: F survivors in- 
Size of worker group eed Surance cover: 
old-age and 9,0C0 agree- | age under 
caeedvore ments agreements! 
insurance 
ANON apa eye yt SL ae ee 35, 805 7, 180 20.0 
Lh) ne ee eer eS yes i os 14, 219 49 aa 
Ij AOS ke ea ek eee OR = eee ie el a ee Se 11, 085 912 8.2 
VOY eS Re ee ee Sells ae ee 3, 012 651 21.6 
POCO Race OVC hema tte ae ee oe eee oe oe eS ke LS 7, 489 5, 568 74.3 


pel With few exceptions workers covered by agreements were in units reporting to old-age and survivors 
insurance. 


Although the workers covered by these 9,000 agreements represent 
only about 50 percent of all union members, most of whom are under 
some form of bargaining contract, the comparison seems worthwhile. 
If all or most of the other union members were under contracts with © 
less than 1,000 workers, the predominance of coverage among workers 
in large groups would still be evident. 

The results of a survey of personnel practices in the Cleveland, 
Ohio, area indicate that collective bargaining issues tend to vary with 
company size. The study is considered significant because the indus- 
try of Cleveland is diversified and union activities there are considered 
typical of such activities throughout the country. The study shows 
that labor has placed great emphasis on employee group insurance, 
but that the type of insurance a company has is governed almost com- 
pletely by its size and financial ability to pay. Employees of small 
companies had less chance of being covered by an insurance plan 
than those working for a big manufacturer, but a large number of 
firms in all groups had instituted insurance programs for their em- 
ployees, and in companies of more than 500 employees it was found 
to be almost standard policy. The average insurance program pro- 
vided in 1950, the time of the survey, was described as follows: 
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Employee A working for a plant of less than 100 persons, if he enjoys insur- 
ance protection, can expect $1,000 in life insurance; sickness and accident bene- 
fits for 18 weeks; a surgical maximum of $150, and hospitalization for 31 days. 
The benefits to Employee B, whose job is in a plant of from 100 to 500 people, 
are about the same. Neither is covered by a pension plan. But Employees C 
and D, in companies having more than 500 workers, may get up to $2,000 life 
insurance, and a surgical maximum of $200, although the standard even in these 
cases is $150. Naturally, hospitalization and sickness and accident benefits are 
similar in all company size groups.’ 


Coverage By Major spcuntey Groups and 
Labor Markets 


In 1950, more than two-thirds of the 7.7 million workers eligible for 
health, welfare and/or pension benefits under bargaining agreements 
were employed in three major industry groups. The number of 
workers covered in these three industries and the types of benefits for 
which they were eligible were as follows: 


Percent eligible for— 


Industry group Number | Health, | Health 
of work- | welfare and Pensions 
ers (thou-| and welfare only 


sands) | pensions only 








Metal products (including steel, and automobile and machin- 


CL fo eons cede awe ee Sa aeons See eae eae nee eee ean 2,481 74.8 18.9 6.3 
Textile, apparel, and leather... .....<.-.22..5..<2-2-- oe See 1,401 46.7 53. 2 ol 
Transportation, communication and other public utilities 

(@xcluding faNr0adS- a= ones nce a- eae Seon sen an ae enseeeaeee 1, 389 63. 7 26.3 10.2 





In all but one industry group, 90 percent or more of the workers 
were eligible for health and welfare benefits either alone or in com- 
bination with pensions. Additional information on the distribution 
of covered workers by industry group is included in appendix 12. 

In most parts of the United States, the percentage of plant workers 
covered by health insurance and hospitalization benefits is higher in 
manufacturing establishments than in other types of employment. 
For pensions there is less difference between the manufacturing and 
other industry groups. The proportion of workers in manufactur- 
ing establishments with formal provision for sick leave is extremely 
low in all sections of the country. 

A more recent survey, in 40 labor markets, of variously employed 
persons, most of whom were under collective bargaining agreements, 
brought to light substantial differences in types of coverage according 
to type of employment. The percentage of workers in different types 
of employment and in specified locations who are eligible for health 


1Capes, Hubbard: Personnel Practices as Related to Company Size. Personnel, 
27: 113-123 (September) 1950. 
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insurance follow. Additional information for other areas as well as 
similar information for hospitalization and paid sick leave is given 
in appendixes 18 to 15: 


Percent of plant workers covered for health insurance 


Type of benefit and area Whole- 

: Allin- | Manufac-| Public Sale Retail | g geaieos 
dustries turers utilities trade 

trade 
JASES TR ES 5 ae ee. ee 0 ea pe ee ea 57.4 68. 1 63.3 42.7 48.3 33. 5 
[tp e na mee ee ee A ee od oy 0 Se 48.8 57.5 60.8 PANTS 31.4 5.6 
FEROS UO Tiere tees ae ek 15. 8 84.1 ries 52.4 69. 7 64.1 
OlniGN Ri EE of Sao. ELS eee = ee ene 83.1 89.9 89. 5 55. 2 64. 2 59.3 
INGW MORK @ityios 2 ee 2 Sooo en eek 67.6 69.9 75.4 50. 0 62.0 Jife O4 
bila@elp mig. |= ks ee oS 63.9 76.0 40. 2 28.6 59.0 24.4 
IPEEtS Dube eee ee ene On I oe 79.3 89.4 12.5 42.7 30.3 54.3 


In 6 of these 7 areas approximately two-thirds or more of the 
workers in manufacturing and public utilities had health insurance 
coverage; for the wholesale trade, retail trade, and service groups, the 
percentages were with few exceptions much lower in each area. 

The predominance of health insurance and hospital benefits among 
manufacturing groups is not new. <A study made in 1946 showed that 
40 percent or more of the workers in most manufacturing industries 
were already under some type of bargaining agreement. A large 
number of manufacturing groups reported 80 to 100 percent coverage. 
For nonmanufacturing groups, a much smaller proportion of the in- 
dustries reported high coverage. (See appendixes 16 and 17.) 

The survey of 40 major labor markets, previously referred to (ap- 
pendixes 13 to 15), showed that more than three-fourths of the areas 
had 50 percent or more of the plant workers in all industries eligible 
for health insurance and for hospitalization. The proportion of 
workers having sick leave and private pension coverage was much ~ 
smaller, 

The proportion of workers eligible for benefits varied according to 
region as well as according to markets within each region. The fol- 
lowing table shows the distribution of the 40 markets according to 
region and the number of markets having a specified proportion of 
workers covered by health insurance and hospital benefits: 





Number of markets with specified proportion 
of workers covered 











eee Health insurance Hospitalization 

Region kets ree |~———— |} —————__—_____—_ 
porting | Tess 75 per-| Less 75 per- 

than 50-75 cent than 50-75 cent 

50 per- | percent} and | 50 per- | percent} and 

cent over cent over 
NGS LENT Cee se oo a i tse 4 0 3 1 0 4 0 
WMachdicratiamticrs. sain 2 Bi er 10 0 8 2 2 8 0 
Sout! 2 Se ae als oe Seen 2 Seen anne 9 6 S 0 4 5 0 
VET esWieSGieee ee hee ee re Se 11 0 6 5 1 9 1 
BAG WiCSt Se eee ee okt ee 6 2 4 0 2 4 0 





The proportion of workers with paid sick leave provisions was ex- 
tremely low in all markets. Only three markets reported more than 
20 percent of workers with this type of benefit. All of them were in 
the Far West: San Francisco-Oakland, 27 percents Salt Lake City, 
25 percent; and Los Angeles, 21 percent. 


Hospital, Surgieal, and Related Benefits 


Studies of health and welfare programs under collective bargain- 
ing indicate that workers formerly covered by only one or two bene- 
fits have in many cases had both the amount and type of their bene- 
fits extended. This trend was quite evident by mid-1950, when an 
analysis of benefits available to 4.8 million members in 140 unions 
showed that about three-fourths of the members were eligible for 
hospitalization and an almost equal number, for surgical and/or medi- 
cal care. In addition, 96 percent of them had life insurance; 64 per- 
cent, cash sickness benefits; and 46 percent, accidental death and dis- 
memberment coverage. Appendix 18 provides additional informa- 
tion from this study. 

Since 1950, benefits have continued to grow, and have been greatly 
influenced by two factors—the Wage Stabilization Board policy with 
regard to health and welfare programs, and the increasing cost of 
hospital and medical care. 

Asa result of an analysis of plans now in effect in 67 corporations— 
all of them underwritten by surance companies and 18 of them in- 
corporated in union agreements—the National Industrial Conference 
Board reports that a strong trend toward raising group hospital, surgi- 
cal, and medical benefits is seen when 1953 benefits are compared with 
those of 1949; new types of benefits have also been added; and cov- 
erage has been extended to employees’ dependents. ‘The statement 
is based on a comparison of current information with the results of an 
earlier study by the Board. 

With regard to hospital benefits, the National Industrial Cen- 
ference Board reports that in 1949 one-third of the plans with uni- 
form benefits for all employees provided a daily hospital benefit of 
less than $5. All of the recently surveyed plans paid $5 a day or 
more, with 55 allowing $8 or more. Allowances for incidental hos- 
pital expenses have also been liberalized. 

A study of the hospital benefits now provided by the Ae eeidons 
covered in the recent survey shows that 40 percent of the 67 plans 
permit a maximum duration of 70 days or more hospitalization for 
the employee. However, the most common allowance, as granted by 
35 of the plans, is 31 days. Half of the plans allow at least 15 times 
the daily benefit for incidental hospital expenses, with a few going 
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considerably higher—100 times in 1 plan. Here again, however, a 
lower amount—10 times the daily benefit—was the most common 
figure, and was paid by 18 of the 67 plans. Further information on 
the amount and duration of hospital benefits and the allowance for 
incidental expenses is given in appendixes 19-21. 

In 1949, the maximum surgical benefit allowed by approximately 
80 percent of the plans was $150; in contrast, about 70 percent of the 
recently studied plans reported their maximum surgical benefit as 
$200 or more (appendix 22). 

An analysis of 8 companywide hospital-surgical-medical plans, 4 
entirely financed under collective bargaining and 4 jointly financed 
by employer and employee, was included in the National Industrial 
Conference Board’s report. Hospital benefits for the employee were 
found to average $10 a day for a maximum of 31 days in most plans, 
with dependents also covered in all cases, although with a shghtly 
lower daily allowance. Widely varying amounts were allowed for 
miscellaneous hospital expenses, the range extending from a flat $40 
in one plan to $300 plus $25 for X-ray in another. The maximum 
surgical benefit, on the other hand, was usually $225 for both the em- 
ployee and his dependents. Maternity benefits ranged from none in 
one plan to $14 a day for 14 days, plus $200 miscellaneous charges, 
plus $225 obstetrical fee. The main provisions of these eight pro- 
grams are given in appendix 23. 

Other sources of information on health and welfare programs bear 
out the Board’s statement relative to increased benefits. For example, 
the New York City Building Trades reports a number of major 
changes in benefits available to more than 70,000 members of 28 union 
groups during 1950 and 1951 (appendix 24). Although there was 
considerable variation among the groups in benefit coverage, by Jan- — 
uary 1952, most of them had hospitalization, medical and/or surgi- 
cal coverage, life insurance, accidental death and dismemberment 
benefits, and sickness and accident benefits. 

Hospitalization insurance for these building trade workers ranged 
from $5 to $10 a day, with the higher figure being more common; the 
maximum number of days was usually 31. Nine of the groups had 
Blue Cross coverage, permitting 21 days in a semiprivate room and 
paying 50 percent of the charge for an additional 180 days. Twenty- 
four of the groups had surgical benefits, the maximum amount averag- 
ing slightly more than $200, and nine had medical coverage as well. 
Further information on the benefits available to the New York build- 
ing trades workers is given in appendixes 25 to 27. 

The average life insurance benefit for the groups was $1,000, al- 
though one group had a $150 benefit and another $3,000. The most 
common payment for accidental death and dismemberment was 
$1,000. Of the 24 groups reporting accident and sickness benefits, $26 
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a week for 13 weeks’ duration was the usual payment allowed. Pay- 
ment normally began on the eighth day for sickness; for accidents, 
payments more often began on the first day. 

Another study, conducted in 1952, gives other recent data on the 
extent of coverage and type of benefits in one major city. It en- 
compassed 64 health and welfare plans negotiated under collective 
bargaining by unions affiliated with the San Francisco Labor Council, 
AFL, and it indicated that approximately 88,500 workers, represent- 
ing about half of the council’s membership, are covered by some 
type of plan. Coverage is provided by 24 different commercial com- 
panies and service agencies. All 64 of the plans provide for health 
insurance (defined to include hospital, surgical, medical, and related 
health benefits). In addition, 55,763 members, or 63 percent of the 
total, are covered by life insurance, and 47,020, or 53 percent, by 
accidental death and dismemberment coverage. In 16 cases, auto- 
matic coverage for dependents is provided in the basic plan, and in 
88 others, coverage for dependents is voluntary at the employee’s 
expense. Additional data on the San Francisco survey may be found 
in appendix 28. 


Health Benefits for the Older Worker and 
the Permanently Disabled 


Officials of prepayment programs of all types are now giving greater 
consideration to the health problems of the permanently disabled 
as well as the older worker. Many workers who retire at 65 or some 
other fixed retirement age face the prospect of increasing medical 
costs without health insurance protection. The Health Information | 
Foundation recently stated that the inclusion of our aged in the 
voluntary health insurance movement has real possibilities as an 
economic boon to the individual and his family and as a means of 
realizing more effective utilization of health services and facilities for 
the benefit of the entire community. 

A major difficulty in continuing health benefits for older workers 
is that they are denied coverage in some plans when they reach a 
designated age (usually 65), presumably because of fear of excessive 
demand for services. The Health Insurance Plan of Greater New 
York, which from the beginning has had no age barriers for admis- 
sion or for retention of coverage, has found through experience, 
however, that the combination of prepayment, group enrollment, 
family coverage, group medical practice, and capitation payment of 
the medical groups, if carefully worked out, permits the inclusion 


1 Progress in Health Services, Health Information Foundation, July 1953. 
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of the aged in their proper proportions without undue risk to the 
premium rate structure of the plan.’ 

According to a recent report Michigan Blue Cross and Blue Shield 
plans have pioneered in the development of new methods to meet the 
needs of retired workers by having deductions for premiums made 
from their pension checks. Their agreement with the Bell Telephone 
Co. in Michigan whereby retired employees could continue coverage 
at the same rates and with the same benefits has been so successful 
that it has been adopted almost nationally by all the Bell Telephone 
subsidiaries and the Blue Cross-Blue Shield plans which serve tele- 
phone workers. In Michigan the same plan for deductions from pen- 
sion checks has been worked out with 15 or 20 other companies and 
governmental agencies of the city of Detroit and the State of 
Michigan.? 

The continuation of coverage of older workers will become increas- 
ingly important if more of them continue in the work force as is being 
urged. In a recent address at the sixth annual conference on Aging 
at the University of Michigan for example, Mrs. Oveta Culp Hobby, 
Secretary of Health, Education, and Welfare, stressed the social and 
economic value of continuing the employment of the older workers.’ 
She indicated the desire of the retired worker to continue in employ- 
ment when she cited recent studies made among beneficiaries of Old- 
Age and Survivors Insurance which indicate that less than 5 percent 
of the workers in good health who had retired had done so because they 
wanted to do so. : 

Secretary Hobby quoted the experience of several firms that show 
older workers excel in such matters as accuracy, dependability, steadi- 
ness, stability, loyalty, judgment, craftsmanship, and regard for tools 
and equipment. She also quoted the following finding of the Wel- 
ford study on age and skills being made at Cambridge University, 
England, which coincide with experience in this country : 


First, the Welford study has found that decline in physical 
energy is not nearly as important as had been thought because it 
has been scientifically proved that older workers with experience 
are able to develop valuable compensations. It is significant to 
point out in this regard that increased use of power machines 
lightens tasks and brings more jobs within the range of older 
workers, in agriculture as well as industry. 

Second, older workers, according to the study, can learn new 
jobs with comparative ease when the new jobs involve elements 


1Baehr, George, and Deardorff, Neva R.: What the Health Insurance Plan of Greater 
New York Offers Older Persons. Public Welfare, 9: 61-65 (March) 1951. 

2Serbein, Oscar: Payments for Medical Care in the United States, New York, N. Y. 
Colunibia University Press (in press). 

3 Hobby, Oveta Culp: The Health and Welfare of our Senior Citizens, in Proceedings of 
Sizth Annual Oonference on Aging of the University of Michigan. jAnn Arbor, The 
University of Michigan Press, 1958. 
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similar to the old ones. This proves that employers can shift 
older workers to different but related tasks and have competent, 
reliable employees. 


In referring to the growing economic problem arising partly out 
of rigid retirement regulations the Secretary stated: — 


More and more people are being shoved off the payroll, only 
to land in greater or less degree on the taxpayer of preretirement 
age. 

Shall we increase payments or taxation on younger workers to 
meet the need, or shall we decrease pension payments to the old? 

Both these solutions seem unjust. The best answer surely is to 
increase opportunity and encouragement for older workers to 
remain self supporting and productive members of society. ... 

If a young man has a heart attack or loses the use of an arm 
in an automobile accident, society expects him to make a come 
back—to find some sort of independence even if it is in a different 
career from the one in which he had started. 

If an older man has a heart attack or by arthritis loses the 
use of his hand, society crosses him off as having outlived his 
usefulness. We ignore the fact that his brain still holds priceless 
memories and skills left by experience, that his wisdom is as 
great as ever, and that he probably needs his work now as much 
as he did at 45. 

The irrational accent on youth in this country and the lack of 
appreciation for the gifts of wisdom and age which characterize 
our modern society are at the root of our problem. We are less 
wise in this area than we were when our Nation was truly a young 
nation. Proof comes in the fact that 80.6 percent of the males 65 
and over were working in 1870. Today only 41 percent of the 
men 65 and over are in our labor force. 


Greater consideration is also being given to the influence that health 
plans could have on the total amounts paid for permanent and total 
disability benefits. Pointing to the high cost of such disability 
benefits, Martin Segal? says that a great deal of this cost could be 
eliminated if there were in effect a medical service program which 
provided the kind of care, at the early ages, which could either elimi- 
nate or arrest conditions which might later develop into total and 
permanent disability claims. In his opinion, this is a long-range 
thinking. He says, “When we discuss pension plans, we are not talk- 
ing about cost today or this year. We must project these costs, 
actuarially, far into the future. Those who finance or participate in 

1 Segal, Martin E.: The Administration of Disability and Pension Programs. In Pro- 
ceedings of a Conference on Current Problems in Administrative Medicine, sponsored by 


the Institute of Administrative Medicine, School of Public Health, Columbia University, 
New York, 1952, pp. 33-37. 


the establishment of pension plans, whether they like it or not, are 
planning for contingencies that lie 25 and even 45 years in the future.” 

Mr. Segal noted that, even where it is too late to prevent or diminish 
total and permanent disability, a medical program has a very useful 
function, for example, in enabling the disabled employee to live 
longer. He cited the experience of the pension and welfare fund 
negotiated by 205 milk companies and 5 locals of the International 
Brotherhood of Teamsters, AFL, in the New York area. The board 
of trustees of the fund, in discussing the type physical examination 
necessary to determine total and permanent disability, decided to give 
the employee a complete medical examination and to make the results 
available to the employee’s own physician for his guidance in treating 
the patient. As a result of the medical examination, the trustees not 
only verify the disability status of the employee, but also assure con- 
structive action in regard to the employee’s health needs. The findings 
brought to light by the periodic examination of these disabled workers, 
have enabled some workers to take lighter jobs in the milk or other 
industries. 


Maternity Benefits 


Maternity protection of employed women has taken on greater 
significance with the increasing proportion of women in the labor 
force. Such protection has been achieved in the United States chiefly 
through voluntary health insurance programs rather than through 
legislation. The recent development of such coverage is indicated 
by the fact that less than one-fourth of the 48 firms included in a 1952 
study, made by the Women’s Bureau, United States Department of 
Labor, have had maternity benefit provisions for more than 10 years, 
and more than one-fourth have had them for less than 5 years. 

Maternity benefits included weekly cash payments to compensate 
for some of the loss of income during pregnancy, hospitalization, and 
surgical (obstetrical) benefits. Weekly cash benefits for pregnancy 
in most plans were for 6 weeks, and the amounts paid were usually 
related to earnings, weekly payments ranging from $22 to $26. Hos- 
pitalization was the most commonly provided benefit, and most of 
the plans also contributed toward obstetrical costs. 

Each of the 43 plans covered in the Women’s Bureau study had 
hospitalization, and all but 3 had obstetrical benefits. The types of 
benefits provided by the plans covered in this study were: 


1U. §. Department of Labor, Women’s Bureau, Maternity Protection.of Emplayed Women, 
Women’s Bureau Bulletin No. 240, Washington, U. S. Government Printing Office, 1952, 
pp. 3, 12, 14. 
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Benefits provided: of firms 
Weekly cash, hospital, obstetrical, and medical_______-_+---_----_--__- 2 
Weekly cash, hospital, and obstetrical_____._.___._.______--__-___---_--_-- 26 
Weekly Cash and: ospitaleecc. levi bees, vp yl lteet Soe eee Fue 3 
iospital, obstetrical, and) medical... —..2024 144-420 pee eee ae 1 
Hospitaluand. obstetrical ue a ae ee 11 
BIOsbital ODI ac enc ow mai wee oe aie avis ee ee es 2 ie ee ee 1 


A study of union- and union-management administered health- 
insurance plans by the New York Department of Labor in 1951? 
indicated that maternity benefits were available to women members or 
wives of members in 217 out of 306 plans. Most of the plans giving 
benefits to wives extended them also to women members. Where this 
was not done, it was because there were only a few women employees 
or none at all. | 

The maternity benefits included in the New York State plans 
varied as to types of services and amounts allowed. Cash disability 
benefits, usually for a 6-week period, were provided by 94 plans. Hos- 
pitalization was the most common benefit, provided for by 132 plans. 
About half of the hospitalization plans were Blue Cross, and most 
of the others provided cash reimbursement on a fixed maximum al- 
lowance for periods of 10 to 14 days. Surgical benefits were in- 
cluded in 116 plans, with the benefits tending to follow a pattern of 
$25 for miscarriage, $50 for normal delivery, and $100 for a Caesarean 
operation. A flat cash allowance of from $25 to $75 toward maternity 
expenses was made by 16 organizations. General medical care during 
or after pregnancy was not usually reported under maternity benefits. 

The United Steelworkers of America and the United Automobile 
Workers, both of the CIO, have health insurance plans with nation- 
wide coverage providing maternity benefits. The inclusion of such 
benefits is of special significance because of the influx of women into 
the metal working industries during war and defense periods. 

In 1951, the Bureau of Labor Statistics made a study in the auto- 
mobile industry of 63 collective-bargaining agreements which con- 
tained health and welfare plans. It showed that only 4 plans, with 
a combined coverage of about 1,000 workers, had no maternity cov- 
erage. Four had a separate maternity benefit, with the rest providing 
such a benefit in connection with accident and sickness disability, 
hospitalization, and/or surgical benefits. Service-type hospitalization 
plans, in a majority of instances, granted employees the same priv- 
ileges in maternity as in other cases. Cash plans either allowed the 
same daily benefits (generally limited to 14 days) and extra allow- 
ances, or provided reimbursement up to a stated maximum (usually 
10 times the nonmaternity daily allowance) to be applied against all 


1 New York Department of Labor, Division of Research and Statistics, Union and Union- 
Management Administered Health Insurance Plans in New York State, New York, the 
Department, 1951, and U. S. Department of Labor, op. cit., footnote p. 27. . - 
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hospital charges. Surgical benefits were granted in all plans covering 
maternity for hospitalization. The amounts payable varied from $40 
to $125, with $40, $50, and $75 being the most common. 

In the basic steel industry, maternity benefits were included in all 
but 2 of the 46 health and welfare plans studied in 1951 by the Bureau 
of Labor Statistics. A summary of the maternity benefits, based on 
52 agreements in the steel industry containing 46 health and welfare 
plans is given in the accompanying table. 





Workers covered Workers covered 


Benefits provided Benefits provided 


Number Number 








(in thou-| Percent (in thou-| Percent 
sands) sands) 
(30)! 2 SREP OTS ok 434.1 100.0 || Hospitalization and surgical. 16.6 3.8 
—_—_____ |—_————_ || Weeek ly accident and sickness 

Weekly accident and sickness, and surgical: ._.. 2.24. 2222 .9 (1) 

hospitalization, and surgi- Weekly accident and sickness. .8 (1) 

Paes ae! set) ot 46.6 i Nome.) i220. EL ZY 3.3 (1) 
Weekly accident and sickness 

and hospitalization_________ 201.3 46. 4 


1 Less than 1 percent. 


All benefits in this industry were made available in connection with 
weekly accident and sickness disability, hospitalization, or surgical 
benefits. Accident and sickness disability plans providing maternity 
leave for 6 weeks covered 95 percent of the workers. A similar pro- 
portion were under hospitalization plans which included maternity 
coverage. Under the 70-day uniform Blue Cross contract (covering 
three-fifths of the workers), the only limitation on maternity cases 
was to restrict the stay in the hospital to 10 days. Some cash plans 
(covering over a fifth of the workers) limited hospitalization to 14 
days, while the remaining cash plans (with less than a sixth of the - 
workers) granted an allowance for all hospital charges, generally 
from $75 to $100. Only three programs with surgical benefits failed 
to extend such benefits to cover maternity cases. The amounts payable 
for normal delivery in surgical schedules varied from $50 to $75; 
plans covering 3 of every 4 workers specified $50.? 

Maternity benefits negotiated by collective bargaining in some of 
the leading women-employing industries were summarized by the 
Women’s Bureau in 1952 as follows: ? 

1. The American Federation of Hosiery Workers (independent) 
had an industry-wide health-insurance plan for workers in the full- 
fashioned hosiery branch which provided weekly cash maternity 


1 Rowe, Evan Keith: Health and Welfare Plans in the Automobile Industry, Monthly 
Labor Review, 73: 277-282 (September) 1951. 

2BHber, Manuel and Paine, Thomas H.: Health and Welfare Plans in the Basic Steel 
Industry, Monthly Labor Review, 73 : 447-451 (October) 1951. 

®U. S. Department of Labor, Women’s Bureau, Maternity Protection of Employed 
Women, Women’s Bureau Bulletin No. 240, Washington, U. S. Government Printing Office, 
1952, p. 12. 
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benefits based on 60 percent of average earnings for 6 weeks, a maxi- 
mum of $7 a day reimbursement for hospitalization for a maximum 
of 12 days, and an allowance of $15 for delivery room charges. 

2. The Amalgamated Clothing Workers of America (CIO) had a 
nationwide welfare plan for most branches of the industry, providing 
cnly obstetrical benefits of from $25 to $100 in maternity cases. 

3. The International Ladies’ Garment Workers’ Union (AFL) with 
most of the membership covered by health and welfare benefits paid 
less than 1 percent of local benefit funds for maternity cases. They 
usually consisted of a $50 cash allowance, but most locals did not 
include such protection. Health centers established by the union did 
not usually have prenatal clinics or any special services for pregnant 
members. | 

4, The Textile Workers Union of America (CIO) has no fixed plan 
of benefits, although almost 90 percent of the membership is covered 
by insurance plans financed by the employer. Union representatives 
estimated that more than three-fourths of women members had ma- 
ternity benefits, which usually included weekly cash benefits for 6 
weeks, hospital benefits with maximum daily allowances from $3.50 to 
$9 for a maximum of 2 weeks, and maximum obstetrical allowances of 
$50 for normal delivery, $25 for miscarriages, and $100 and $150 for 
Caesarean and ectopic deliveries. 

5. The New York Hotel Trades Council (AFL) had negotiated an 
insurance plan providing weekly cash maternity benefits for 6 weeks, 
Blue Cross hospitalization, prenatal and postnatal care at the health 
center, and free obstetrical care for delivery. 
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Mietheds of Providing Benefits 


Insurance company, Blue Cross, and Blue Shield programs provide 
most of the protection that exist today against medical and hospital 
bills. Membership in the older type programs developed by employers 
or employees or both of a given firm has remained the same or dimin- 
ished. The continuation without change of some of the older plans has 
been guaranteed by clauses in collective bargaining agreements. In 
other instances older programs have been replaced by the newer type. 

Because of the rapid development of health and welfare funds and 
the desire to provide benefits without too long a delay after funds have 
been set up, most unions have purchased their coverage from insurance 
companies and from Blue Cross hospital and Blue Shield medical 
care plans. These programs are designed principally for coverage of 
hospitalized illness, therefore affording little opportunity for health 
education, early detection of disease, and treatment in the early stages 
of an illness. Unions have recognized these limitations and have 
worked with varying degrees of success with the voluntary programs 
in an effort to secure greater benefits through them. 

In some instances, coverage has been obtained from cooperative 
prepayment organizations and from group practice clinics. Asa rule, 
these programs provide some preventive and diagnostic services and 
often physicians’ services in the office and the home as well as in the 
hospital. The Health Insurance Plan of Greater New York, the Per- 
manente Health Plan, and the Group Health Cooperative of Puget 
Sound are examples of cooperative and group-practice programs 
serving union groups. Details on the services provided by the Health 
Insurance Plan of Greater New York to one union group are given | 
in section V. 

A limited but growing number of union groups handle their own 
benefits. In sorne instances, reimbursement is made in cash, either 
from a fund or from an insurance company set up by the union; in 
others, the unions have established health centers to provide pre- 
ventive, diagnostic, and various other services to their members. 
Services at the center are usually supplemented by some form of 
voluntary health insurance covering hospitalization and physicians’ 
care during hospitalized illness. Section V of this publication de- 
scribes some of these programs in detail. 


Characteristics of Major Voluntary Health 
Insurance Plans 


Insurance company, Blue Cross, and Blue Shield programs pro- 
vide protection chiefly against illness cared for in the hospital. The 
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principal physicians’ services provided are for surgery and obstetrical 
care. Physicians are in private practice, and the patient has free 
choice of hospitals and physicians associated with the plan. In most 
instances, this means that the patient has free choice of all hospitals 
and physicians within the area served by the plan. 

Benefits provided by these programs fall into one of three 
classifications: 

1. Cash indemnity: Payments are made in cash, according to a fee 
schedule, either to the insured or to the hospital or physician as a 
credit toward the patient’s bill. 

2. Service: Specified types and amount of service are guaranteed 
to the insured regardless of cost. Hospitals and physicians receive 
payment for these services from the plan. 

3. Combined service and cash indemnity: 

Medical care: Payments are made on the basis of a fee schedule; where 
insured’s annual income is below a specified amount, payment is ac- 
cepted by physician as full payment for services rendered, but where 
patient’s income exceeds specified figure, the sum is applied as credit 
on his bill and attending physician may make additional charges. 
Hospitalization: Plan pays a specified daily rate toward hospital 
charges for room and board, and guarantees specified types and 
amounts of supplemental benefits regardless of cost. 

The selection of a particular type of program depends on many 
factors, including age, sex, marital status, and socioeconomic charac- 
teristics of the employees to be covered, the amount and types of bene- 
fits to be provided, and the method of financing the program. These 
same factors influence the cost of the program as well. A detailed 
consideration of these points is included in appendixes 29 and 30. 


Insurance Company Hospital and Medical 
Care Contracts 


With only one or two exceptions, insurance company contracts pro- 
vide indemnity benefits. The provision of such benefits and the large 
areas covered by the companies have made it possible for them to as- 
sure uniform coverage to large and scattered union groups. Policies 
are adapted to meet the needs of special groups, and “package con- 
tracts” offer unions and other employed groups a chance to purchase 
hospitalization and medical coverage along with life insurance, sick- 
ness and accident, and various other health and welfare benefits. 
There is great variation in contract provisions, but the salient features 
of hospital and medical coverage under insurance contracts were re- 
cently summarized as follows:? 


1 Editorial Staff of Prentice Hall, Inc.: Successful Employee Benefit Plans. New York, 
Prentice Hail, Inc., 1952, pp. 49-53, 60-63. 
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When the insurance company underwrites a hospitalization plan, 
it issues a group policy to the employer, setting forth in detail the 
terms of the contract. Each employee who is covered by the group 
policy receives a certificate summarizing the provisions of the group 
policy that principally affect him... . 


Daily benefits —The policies provide for reimbursement to 
the insured of a flat daily benefit for a stipulated number of 
days for continuous hospital confinement or for each admis- 
sion for a different illness. Any daily benefit desired by the 
employer is available; the daily benefits may run for any num- 
ber of days. Usually the payments range from $4 to $7 per 
day for 31 days for any one hospitalization period. There is: 
usually no limit to the number of days that benefits are pay- 
able during the year if each hospitalization is for a different 
illness. A few policies provide for reimbursement up to a 
certain amount, the rate per day and the duration not being 
specified. The trend is to increase the benefits to meet union 
demands. 

Special hospital services—Cash indemnity plans make a 
specific reimbursement for additional hospital charges. The 
amount is usually based upon the daily benefit, ranging from 
5 to 31 times the daily indemnity. There is no restriction as 
to the type of service except that coverage is not granted for 
doctors’ fees or nurses’ room or board. 

Choice of hospitals —The insured may be hospitalized in any 
legally recognized hospital located anywhere in the United 
States or Canada. 

Waiting period.—There is usually no waiting period, except 
for maternity cases and removal of adenoids or tonsils. Some 
policies waive the maternity waiting period. 

Maternity benefits—Maternity benefits are usually not pay- 
able if pregnancy exists on the effective date of the policy, or 
if it occurs within 9 to 12 months after the employee joins the 
insured group. On the other hand, some policies place no re- 
strictions on employees who become members on the date the 
plan goes into effect. The daily benefit payment is usually 
limited to 10, 12, or 14 days for hospital confinement caused 
by any one pregnancy or resulting childbirth or complications. 

Tonsils and adenoids—Insured plans usually provide for a 
waiting period before hospitalization for removal of tonsils or 
adenoids. The number of days for which benefits will be paid 
is also limited. 

Outpatient service—lInsured plans do not usually include 
outpatient service unless the employee receives emergency care 
within 24 hours after an accident, or undergoes an operation in 
the hospital. Even then, only part of the cost is covered. 

Exclusions—Insured plans exclude hospitalization for in- 
dustrial injuries or diseases for which the employee is entitled 
to benefits under workmen’s compensation laws, hospitalization 
for military service-connected disabilities, and for plastic oper- 

ations for cosmetic or beautifying purposes. 

Female employees.—Female employees receive the same ben- 
efits as male employees. If the employer pays part of the pre- 
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mium, the cost to the female employees is usually the same. . . . 

Dependents.—Under almost all cash indemnity hospital ex- 
pense insurance plans that cover dependents, the daily benefit 
allowance for dependents is less than that for the insured em- 
ployee. As the maximum allowance for special hospital serv- 
ices is usually based on the daily benefit, this allowance is also 
lower for the dependents than for the insured employee. Of 
course, a plan providing equal benefits for dependents can be 
written. A dependent need not be financially dependent upon 
the subscriber... . 

Uniformity of benefits and premiums.—Under insurance com- 
pany plans an employer may procure any benefits he chooses for 
his employees. Although rates may vary among insurers, each 
carrier offers the same benefits for the same premium through- 
out the country. As the benefits are a cash indemnity, it is 
customary to vary them with the locality. For example, em- 
ployers in two different cities might want a policy that pro- 
vides 75 percent of the daily cost of a semiprivate room. In 
one city the policy would provide a daily allowance of $8; in 
another, $4. A national employer may have one group policy 
that provides proportionate benefits, but different cash indem- 
nities, for his employees in various communities. Benefits and 
premiums to the employees covered by a group hospital insur- 
ance policy may be on a sliding scale in relation to salary. 

Transfer and termination.—All hospital expense insurance 
underwritten by a regular insurance company automatically 
ceases on the date of the termination of the employee’s employ- 
ment. For the purposes of the insurance, termination of em- 

loyment means cessation of active work, except under the 
ollowing circumstances: 

1. If the employee is absent from work on account of sick- 
ness or injury, he is considered employed until the employer 
terminates his employment. 

2. If the employee is absent from work because of a tem- 
porary layoff, he is considered employed until the employer 
terminates the employment. The group policy, however, 
limits the layoff period during which an employee may be 
considered employed... . 

Claims.—Written notice of hospital confinement must be 
given to the insurance carrier within a definite number of days, 
usually 20, after the commencement of the hospital confine- 
ment. ... Insurance carriers usually furnish the insured with 
forms on which a hospitalized employee may authorize the 
carrier to make payment direct to the hospital. In ‘several 
large metropolitan areas, insurance companies have made ar- 
rangements with cooperating hospitals to pay them direct. 
The insurance companies furnish the hospitals with the names 
of the group enrollments and a telephone call by the hospital 
to the insurance company verifies the contract. 


When an insurance company underwrites a medical care plan, it 
issues a group policy to the employer, setting forth in detail the terms 
of the contracts. Certificates issued to the covered employees sum- 
marize the provisions of the group policy that principally affect the 
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employee. .. Since the policies vary widely in scope of benefits, 
analysis of a specific plan would not be helpful. The features that 
require special consideration are summarized as follows: 


Income limit——Employees earning any income may be cov- 
ered by an indemnity plan underwritten by an insurance com- 
pany. Some employers, however, choose to vary the benefits 
according to the salary of the employee. 

Benefits —The indemnity policy most commonly written re- 
imburses the insured for surgical expense only. The insured 
employee is reimbursed for the surgical fee up to the amount 
listed in the “Schedule of operations” for the operation per- 
formed, but in no event is the allowance more than the actual 
fee charged by the doctor. Typical schedules are the “$150 
maximum” plan and the “$250 maximum” plan. Each specific 
operation in the higher maximum plan is increased proportion- 
ately. The policies also specify a maximum amount that will 
be paid during any one continuous period of disability, should 
more than one operation be required. This amount ranges 
from $150 to $300. Furthermore, if two or more operations 
are performed in the same operative field, the reimbursement 
will not exceed the amount specified in the schedule for the 
operation for which the largest amount is payable. The phrase 
“continuous period of disability” includes successive periods of 
the same or a related disability. 

As previously mentioned, almost all medical care plans pro- 
vide reimbursement for surgical expense only. Among those 
that offer reimbursement for medical nonsurgical expense, the 
majority are limited to reimbursement of costs of physician’s 
visits while the employee is in the hospital, or to “inhospital” 
benefits. SSome provide for reimbursement of the cost of a 
physician’s visit at the home of the insured, at the physician’s 
office, or in the hospital. Under a cash reimbursement program 
providing nonsurgical care, payments to employees are usually. 
up to $3 for a hospital or home visit and $2 for an office visit, 
not exceeding 50 visits per year. The number of visits per 
week is also limited. Coverage generally excludes the first two 
or three visits in illnesses, but includes the first treatment in 
accident cases. Some policies also provide limited reimburse- 
ment for additional costs such as X-rays, electrocardiograms, 
laboratory analysis, and so on. 

Exclusions—Medical expense insurance written by insur- 
ance companies generally excludes occupational injuries or ill- 
nesses that entitle the insured to benefits under workmen’s 
compensation or occupational disease laws. It also excludes 
plastic surgical operations for cosmetic or beautifying purposes, 
if the condition existed at the time the policy was written. The 
coverage in the policies written by the large insurance com- 
panies is otherwise usually all-inclusive, even covering chronic 
conditions, alcoholism, a heart condition, and nervous break- 
downs. Some small companies offer very limited policies for 
low premiums, in an effort to get business. In some cases, the 
exclusions under these contracts permit the carrier to evade al- 
most any claim. An employer should study the exclusions in a 
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policy very carefully so that he will not be tempted by a cut- 
rate premium to buy a policy that is not satisfactory. 

Choice of physician—The employee may choose any legally 
qualified physician or surgeon. 

Waiting period—Nearly all cash indemnity plans require a 
waiting period for maternity cases, tonsils and adenoids, and 
known preexisting conditions. 

Maternity benefits—The indemnity policy reimburses the 
insured, up to the amount listed in the schedule of operations, 
for surgical fees for delivery, Caesarean section, abdominal op- 
eration for extrauterine pregnancy, and miscarriage. 

Tonsils and adenoids.—The insured is reimbursed for surgi- 
cal fees paid for the removal of tonsils or adenoids, up to the 
amount listed in the schedule of surgical operations. 

Female employees.—Female employees usually receive the 
same benefits as male employees. If the employees are pre- 
dominantly female, the cost of the insurance is higher. 

Dependents——Group medical expense insurance policies 
usually have the same requirements and provisions for depend- 
ents as group hospital expense policies have. 

Uniformity of benefits and premiums. Insurance companies 
will underwrite surgical care or surgical and nonsurgical 
medical care plans with any reasonable benefits desired by the 
employer. The same benefits and the same premiums are avail- 
able throughout the country, but may vary with different 
companies. 

Insurance companies will also write a group policy containing 
a sliding scale of benefits and premiums. For example, one 
plan now in effect classifies the employees into four classes ac- 
cording to the work performed by each. . . 

Claims.—Claims for physicians’ fees are filed in the same 
manner as for hospital expense. To date, the insurance com- 
panies have not established a system whereby they pay the 
physician direct. 


Insuranece Company Major or Exeess 
Medical Expense Contracts 


Insurance companies have recently begun to issue group medical 
expense contracts usually referred to as “catastrophic” coverage to 
cover unusually expensive or long-term illnesses. The contract is sim- 
ilar to other group insurance contracts in that a master policy is 
issued to the employer and certificates are issued to the insured em- 
ployees. No physical examination is required. The insurance is de- 
signed to meet the costs that normally exceed the protection of the 
usual group insurance plan. It is anticipated that the usual group 
hospital and medical care plans will pay the deductible amount, or 
that the employee can pay that amount without undue financial strain. 

The distinctive features of excess medical care insurance are: * 


1Hditorial staff of Prentice Hall, Inc.: op. cit., pp. 63—66. 
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1. Deductible amount—The policy has a deductible amount 
of $300 to $500, which is paid by the insured individual. 

2. Coinsurance clause.—The carrier pays, for each separate 
illness or injury by any one cause, 75 percent of the expenses 
in excess of the deductible amount, to the maximum stated in 
the policy. The coinsurance clause serves as a check on incur- 
ring needless expenses. 

3. Maximum amount—The maximum amount of the policy 
is large, $2,000 to $5,000. 

Income limit.—Excess medical expense plans impose a min- 
imum income limit for eligibility, instead of a maximum limit. 
Tests made by employers and the insurance carrier show that 
the employee who earns less than $5,000 per year is not suffi- 
ciently interested to enroll in the plan. One company that 
adopted the plan established a classification of department 
heads, managers, salesmen, and executives. Of the 150 eligible 
with earnings under $5,000, only 1 enrolled, whereas 80 per- 
cent of those earning over $5,000 enrolled. 

Benefits.—As stated above, the insurance carrier pays 75 per- 
cent of the medical expense for any one illness, in excess of 
the deductible amount, up to the maximum stated in the policy. 
Each new illness or injury is entitled to its own maximum. 
Medical expense is defined as any expense incurred by the in- 
sured for the diagnosis, treatment, or care of a nonoccupational, 
accidental bodily injury or disease. This includes physicians’, 
surgeons’, and nurses’ fees, hospital and clinic charges, X-ray 
examinations and treatments, laboratory tests, anesthesia, drugs 
and medicines, and all other therapeutic services and supplies. 

Laclusions—The policy has these two provisions: 


1. The charges must be reasonable. 
2. The service must be necessary. 


From a practical standpoint, a charge is considered reason- 
able if it is one that would be charged under similar circum- - 
stances by good hospitals, physicians, or nurses residing in the 
same area. The policy coverage is very broad: only accidents 
and illnesses covered by workmen’s compensation insurance are 
excluded. Preexisting conditions are covered, provided the em- 
ployee is at work when the policy is written. Even psychiatric 
treatment is covered, and also dentistry, if directed by the in- 
sured’s physician. 

Choice of physician.—The insured may choose any physician 
licensed to practice medicine. 

Waiting period.—There is no waiting period. All conditions 
are covered from the day the policy is written, provided the 
employee is at work that day. 

Dependents.—A_ plan may or may not cover dependents. The 
employee’s spouse and all unmarried children under 21 years 
of age are considered dependents. If dependents are included, 
the premium is double that for the employee alone. 

Uniformity of benefits and premiums.—Excess medical care 
plans are flexible. The following four policy plans are offered 
as examples: 
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Deductible Maximum Monthly premium 


Plan 1: $300..-.--------------------- $2, 000 EM Ace eel cs Sonam $4.20. 
Se Aeon so00 [Foe 
Plan 3: $500.....------.------------- 2, 000 teen eeee aa dependents, $3.50. 
pls «ane an 5.000 [OTE 


C'laims.—Excess medical care plans are indemnity plans, but 
the carriers will pay the hospital and doctors’ bills direct if 
requested by the insured. In cases of prolonged illness, the 
bills are paid from time to time, as received. 

Termination and retirement.—Like the usual group hospitali- 
zation and medical care insurance, the insurance terminates 
when employment is terminated. Unlike the usual group 
policy, a retiring employee may remain in the insured group 
and continue to. pay the regular premium through the em- 
ployer. The employee also has the privilege of converting to 
an individual policy within 31 days. 


A clue to the interest in these excess medical expense contracts is 
found in their recent adoption by three major companies—Sears, 
Roebuck & Company and the Socony-Vacuum Oil Co. for all em- 
ployees, and the General Motors Corp. for salaried employees earning 
$5,000 a year or more. 

Under the Sears, Roebuck plan, the benefits payable under the basic 
hospitalization-surgical plan are deducted from the total cost of the 
illness; an additional 5 percent deduction is made of the employee’s 
annual earnings, subject to a minimum of $200 and a maximum of 
$500, according to yearly income. The employee collects 75 percent 
of the balance of the cost of the illness, up to a maximum of $5,000. 
Dependents are not covered. The cost to the employee is 35 cents 
per each 4-week period, in addition to the basic hospital-surgical 
charge of $1 for an employee alone, $2 for an employee with 1 de- 
pendent, and $3 for an employee with 2 or more dependents. 

The Socony-Vacuum Oil Co.’s extended medical insurance plan 
provides for the payment of 75 percent of the employee’s medical 
expenses during a single medical expense period, up to $5,000, after 
first deducting benefits paid under the basic hospital-surgical plan 
plus $100. If the employee’s basic annual earnings exceed $10,000, 
the $100 deductible amount is increased to $150. Dependents are 
covered, as well as retired employees who had been covered under 
the basic plan for at least 5 years immediately preceding retirement. 
The cost for single employees is $1.44 a month in addition to the $1.04 
monthly cost for basic hospital-surgical insurance; for those with de- 
pendents, it is $3.44 a month plus $4.20 for the basic plan. 


1 Major Medical Expense Plans are Adopted by Three Large Firms, Employee Benefit 
Plan Review, 7: 11-12, (Fall) 1952. 
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The General Motors plan for salaried employees earning $5,000 or 
more a year also covers dependents. After deduction of the amounts 
paid or the services provided under its basic Blue Cross-Blue Shield 
hospital and surgical expense program, $1U0 additional is deducted 
from the total expenses for employees with salaries up to $12,000 a 
year. For those earning more, there is a graded additional deductible 
amount up to $300. After the deductions are made, the supple- 
mentary plan pays 80 percent of the expenses up to $10,000 incurred 
during a single medical expense period by an employee; the top limit 
for dependents is $5,000. The cost to a single employee is $1.25 a 
month in addition to the basic charge of $1.50 for hospital-surgical 
coverage; employees with 1 dependent pay $2.61 in addition to the 
basic $3.89; and those with 2 or more dependents pay $4.11 in addition 
1o the basic $3.89. 


Blue Cross Hospital Plans 


Blue Cross plans were originally organized as service programs, 
but about one-third of these plans now provide cash indemnity or 
combine service with cash indemnity benefits. Most Blue Shield plans 
combine service with cash indemnity. In 1951, the percentage dis- 
tribution of Blue Cross and Blue Shield enrollment according to type 
of benefit was about as follows: 


Percent of members eligible 


Type of benefit 
Blue Cross | Blue Shield 
LN Es ea ee a ee a RS ee SES pty 100.0 100.0 
@ashvindemnity. 5-20 oe en Se AOE Secs eee 19.0 31.2 
SERVICE = sn es te ea ot ee Ce ce Se aig ae ec Son ees faces EEE SS 67.8 2.9 
@ombined: service and:cash indemnity -2: 22205. ss css cnc tesecccc leche 13.2 65.9 


Most of these plans offer three types of contracts—individual, two- 
person, and family. Benefits are generally the same under each type 
of contract, except for provision of maternity benefits under family 
contracts. Premiums vary according to the type of contract and 
also according to whether enrollment is on a group or nongroup basis. 
A plan may offer several contracts providing various types and 
amounts of benefits. 

Although the plans must meet certain standards in order to use 
Blue Cross or Blue Shield insignia (appendixes 31 and 82), each 
plan determines its own benefits and premium rates and administers 
its own program. Blue Cross enrollment is available to national 
groups through Health Services, Inc. Outstanding features of Blue 
Cross contracts are summarized as follows: 1 


1 Editorial staff of Prentice Hall, Inc.: Op. cit., pp. 54-59. 
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As the plans vary widely with the locality, there is no 
“typical” Blue Cross plan, but the salient features to which 
consideration should be given when selecting a plan may be 
summarized as follows: 

Daily benefits—Blue Cross plans usually provide for room 
and board, including special diets and general nursing, in a 
semiprivate room or ward in a member hospital. Benefits are 
payable for a stipulated number of days, ranging from 21 to 30, 
for each admission for a different ailment, with partial benefits 
for an additional period. The partial benefit period runs as. 
high as 180 days under some plans. Partial benefits are in the 
nature of a stipulated dollar or percentage discount from the 
hospital’s charges per day. In some plans a uniform amount is. 
payable throughout the benefit period. Some plans limit the 
number of days for the year, but the current trend is to allow 
a maximum number of days for each illness, instead of for 
the year. 

Blue Cross makes a daily allowance toward the room charges. 
to subscribers who take a private room in the hospital. During 
the partial benefit period the daily allowance is cut about 50 
percent. Some plans allow a maximum total amount or the 
daily allowance, whichever is greater. Thus, if a member is 
in a private room only two or three days, his entire bill might 
be paid. 

Special hospital services—AlIl Blue Cross plans provide for 
room and board, general nursing care, use of the operating 
room, laboratory service, and routine medications and dressing. 
In addition to these basic services, plans provide for specified 
extra hospital charges, which vary with the plan. There is no 
limit on the cost of the services provided, but only those specified 
in the contract are allowed. Under some plans special hospital 
services are not allowed to members who are in private rooms. 

Services usually allowed are the following: 

Oxygen and use of equipment for administering oxygen. 

Anesthesia supplies and use of anesthesia equipment; admin- 
istration of anesthesia only if administered by an employee of 
the hospital. 

Dressing and plaster casts. 

Use of cardiographic equipment. 

Basal metabolic examinations. 

Use of physiotherapeutic equipment. 

Laboratory and X-ray examinations consistent with the diag- 
nosis and treatment of the condition for which hospitalization 
is required. 

Use of cystoscopic room and equipment. 

Choice of hospital.—Blue Cross plans require hospitalization 
in a local member hospital, that is, one with which the hospital 
association has a working contract. Almost all legally recog- 
nized hospitals are member hospitals. If these are all occupied, 
the subscriber is put on a waiting list, or occupies a private room 
and pays the additional cost. 

Through reciprocity of services, Blue Cross plans provide 
hospitalization in member hospitals located out of the area 
covered by the hospitalized subscriber’s plan. 


Waiting period.—Maternity care, tonsil and adenoid cases, 
and preexisting conditions usually require a waiting period. 
ranging from 6 months to a year. In all other cases, benefits 
are available immediately after employment. Some plans 
waive waiting periods in groups of 25 or more when the em- 
ployer contributes toward the subscription costs, 1f 75 percent 
of the employees are enrolled and 75 percent of the married 
employees have family contracts. 

Maternity benefits—The plans usually reduce the number of 
days for which daily benefits are available, but allow special 
hospital services, including use of the delivery room. Some 
plans limit the total amount allowed. .. . 

Tonsils and adenoids.—The daily benefits, in many instances, 
are limited to 1 day for members under 12 years of age and 2 
days for members 12 years of age and over. Necessary special 
hospital services are also allowed. Usually, the benefits are not 
available until the member has been enrolled continuously for 
6 months. 

Outpatient service.—Benefits are not provided for outpatient 
service, except (1) for emergency service within 24 hours after 
accidental injury and (2) for use of the operating-room fa- 
cilities. Usually, the full cost is not paid, but an allowance is 
made toward the hospital bill. 

Haclusions —Broadly speaking, Blue Cross covers any ill- 
ness that is treated in a general hospital. Benefits are not 
provided for mental or nervous disorders; workmen’s com- 
pensation cases; communicable diseases requiring isolation or 
quarantine; hospitalization furnished under Federal, State, or 
other laws; rest cures; and admissions primarily for diagnosis 
or physical therapy. 

Female employees.—Female employees usually receive the 
same benefits as the male employees, at the same subscription 
rate. 

Dependents ——A family contract entitles dependents to the. 
same benefits as the subscriber, except maternity benefits, which 
are available only to the wife enrolled under a family contract. 
The wife may be the employee who subscribes to the plan. 
A dependent need not be financially dependent upon the sub- 
SERIDET. |... 

Uniformity of benefits and premiwms.—Benefits and premi- 
ums to employees in a group cannot be on a sliding scale. Thus, 
the highest paid executive and the lowest paid clerk pay the 
same premium for Blue Cross hospitalization and receive the 
same benefits. .. . 

Transfer and termination.—When a subscriber changes his 
job, he may continue his membership by making payment direct 
to the plan at a slight increase:in rate, or he may apply for 
transfer to an existing Blue Cross group at his new place of 
employment. There need be no lapse of coverage. If the sub- 
scriber moves to another community he may enroll in the Blue 
Cross plan there without a waiting period. He may continue 
his membership after retirement and after he reaches the age 
of 65, although he cannot enroll after the age of 65, except in 
large Blue Cross groups where the age limit is waived... . 
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Claims.—A member need only show his Blue Cross identifica- 
tion card to be admitted to the hospital. No questions are 
asked; no financial references, no advance payments, no em- 
ployer verification of illness, no other claim forms are necessary. 
The member pays only the portion of his bill that is not covered 
by his contract; Blue Cross pays the balance direct to the 
hospital. ... 


Biue Shield Plans 


Blue Shield, like Blue Cross, usually has three classes of contracts: 
(1) individual, which covers only one person; (2) husband and wife, 
which covers the employee and his or her spouse; and (38) family,. 
which covers the employee, his or her spouse, and all unmarried chil- 
dren under 18. The benefits under each are the same, except that 
the family contract offers maternity benefits. Features of these con- 
tracts are summarized as follows:? 


Income limits——There is usually no income limit for enroll- 
ment purposes, but the benefits are applied as credit to the 
total charges for professional services if the income exceeds a 
specified limit. These income limits range from a low of $1,500: 
for a single subscriber and $2,500 for a family, to $2,500 for a 
single subscriber and $6,000 for a family. The most usual 
limits are $2,500 and $4,000, respectively. 

Benefits—Blue Shield plans provide general surgical care 
only, or surgical and medical (nonsurgical) care. A few plans 
also offer home and office services. The surgical care allows a 
specified amount for general surgical services, which usually 
include treatment of fractures or dislocations and maternity 
care. The amount allowed for a specific operation is limited 
to the amount listed in the schedule of operations included in 
the contract. Employees earning above a certain amount must 
pay the difference between the allowance and the physician’s 
bill. The contract also specifies a maximum amount that will 
be paid for any one disability. Some plans require that the 
patient be hospitalized to receive allowance for surgical and 
obstetrical care. 

Some plans require that the patient be hospitalized to re- 
ceive benefits for nonsurgical medical care; others pay for 
home or office, as well as hospital visits of physicians. The 
plans limit the allowance per daily visit and the number of 
visits. Patients whose income exceeds a certain amount are 
responsible for higher fees charged by the physician. Par- 
ticipating physicians agree not to charge patients whose in- 
come is below a certain amount a fee higher than that specified 
in the contract. 

In some Blue Shield plans, allowance is not made for the first 
two or three visits. Plans that offer “other services” usually . 


1 Editorial staff of Prentice Hall, Inc.: Op. cit., pp. 66-99. 
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make an allowance for anesthesia, diagnostic X-ray, allergy 
tests, and the like, with a maximum allowance for each service. 

Eaclusions.—Plans exclude industrial injuries or diseases 
that are covered by workmen’s compensation laws and care fur- 
nished under Federal, State, or other laws, or by a medical de- 
partment maintained by the employer. Most plans also ex- 
clude dental or nursing services; plastic or cosmetic surgery for 
a condition existing at the time of enrollment; alcoholic or drug 
addiction; congenital anomalies; drugs, appliances, and eye- 
glasses; functional disorders of the mind or nervous system; 
rest cures; preexisting conditions during the first 11 months of 
enrollment, unless waived in the group contract because of a 
large percentage enrollment. 

Choice of physician.—The subscriber may choose any “par- 
ticipating” physician. <A participating physician is one who 
has entered into a service agreement with the organization ad- 
ministering the plan. <A nonparticipating physician is often 
paid the same allowances, but he may make an additional 
charge to the subscriber, regardless of the income status of the 
subscriber. Almost all of the best physicians in a community 
participate in the Blue Shield plan. 

Waiting period.—Plans usually provide a 10-month waiting 
period for maternity cases and 6 months for tonsils and ade- 
noids. Some plans provide a waiting period for elective opera- 
tions, other for preexisting conditions. Plans usually provide 
waivers of the waiting period under certain conditions. 

Maternity benefits —Maternity cases are given the same bene- 
fits as any other illness. The schedule of operations includes 
obstetric delivery, Caesarean section, abdominal operation for 
ectopic pregnancy, and miscarriage. 

Tonsils and adenoids.—The schedule of operations includes 
removal of tonsils and adenoids. 

Female employees.—Female employees receive the same 
benefits as male employees, for the same premium. 
Dependents.—Blue Shield plans usually have the same pro- 
visions and requirements for dependents as the Blue Cross 

plans, since they are sold together as one “health package.” 

Uniformity of benefits and premiums.—Blue Shield plans 
vary with the organization sponsoring the plan. Occasionally 
an organization offers more than one type of plan. For ex- 
ample, the United Medical Services, Inc., which covers the 
New York metropolitan area, offers three types: 

1. Surgical plan, which pays a specified amount toward the 
physician’s fee for surgical operations. 

2, Surgical-medical plan, which offers the same surgical ben- 
efits as the surgical plan, and, in addition, provides specified 
medical care for nonsurgical hospitalized cases. 

3. General medical pian, which provides surgical benefits 
and medical benefits for physician’s calls at the home or in the 
hospital and for visits to a doctor’s office. 

The monthly subscription rates for an individual, at this 
time (April 1952), are 56 cents, 72 cents, and $1.60, respectively ; 
for a family, $2.56, $2.96, and $4.00, respectively. 
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Transfer and termination.—Blue Shield plans have the same 
provisions for transfer of membership and change of contract 
as do Blue Cross plans. 

Claims.—A. subscriber merely shows his identification card 
to his doctor. Blue Shield pays the doctors the scheduled al- 
lowance and the subscriber pays any difference between the 
doctor’s fee and the allowance. 


Potentialities of Blue Cross, Blue Shield and 
Insurance Company Coverage 


The advantages and disadvantages to both the company and its em- 
ployees of Blue Cross and insured hospitalization plans were enum- 
erated by 123 executives interviewed in a recent study made by the 
University of Michigan. In companies which had both types of cov- 
erage the executives were asked to compare the merits and shortcom- 
ings of each. The following represents their views: + 

Advantages of Blue Cross—The advantages most often mentioned 
for Blue Cross plans were as follows: 


First, employees severing employment can continue their 
Blue Cross protection on a direct payment basis. It was 
thought that such employees, especially young women leaving 
gainful employment and old employees nearing retirement, 
appreciate the privilege of continuing their hospitalization 
coverage even at the higher rates normally charged them on an 
individual basis. Under an insured hospitalization plan the 
coverage is usually terminated upon termination of employ- 
ment. However, in a few limited cases insured hospitalization 
and surgical plans have been written to cover groups of retired 
employees. 

Second, an employee who leaves one firm for another may 
apply his former membership against the waiting period in 
Blue Cross plan of the second firm, even if it 1s in another 
community. 

Third, it is very simple for the employee to make use of 
Blue Cross. If his physician recommends hospitalization, he 
need only present his Blue Cross identification card to a par- 
ticipating hospital in order to be admitted. There is little of the 
delay and questioning often otherwise necessary in order to 
determine the applicant’s credit. The Blue Cross organization 
pays the hospital and other incidental expenses of the insurance 
within the limits specified in his certificate. He pays the re- 
mainder of his hospital bill. Under an insured plan, the em- 
ployee normally pays the hospital charges, then files a claim 
with the insurance company or employer and is later reim- 
bursed up to the limits outlined in his certificate. However, in 
a few areas arrangements have been made to have some insur- 


1Strong, Jay V.: Hmployee Benefit Plans in Operation, Washington, D. C., Bureau of 
National Affairs, Inc., 1951, pp. 186-190. 
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ance companies make payment directly to the hospital rather 
than to covered employees. 

Fourth, under Blue Cross, the benefits to which an employee’s 
dependents are entitled are usually the same as those available 
to him. This is not necessarily an advantage over all insured 
plans, since some of them also provide the same benefit for 
oo as for employees if the appropriate premium is 

al 
Fifth, many Blue Cross plans protect new-born babies from 
birth and also provide coverage for collateral dependents, 
such as mothers and fathers. In addition, most Blue Cross 
plans provide that children who reach the age of 19 or marry 
can take out certain Blue Cross contracts in their own names. 

Because Blue Cross plans operate under a nationally known 
symbol, some subscribers no doubt feel that they are being pro- 
tected by one national organization. As was mentioned earlier, 
each Blue Cross organization actually operates on a local basis. 
However, they are all required to meet certain prescribed stand- 
ards and in a sense are bound together in that they share com- 
mon help and advice. Nonetheless, in any Blue Cross plan 
it is the local management which occupies a place of paramount 
importance, and the better such management performs its func- 
tion the better will be the Blue Cross organization in that, 
locality. 


Advantages of insured plans—Some executives interviewed pre- 
ferred insured hospitalization plans rather than Blue Cross plans. 
They gave several reasons for this preference, as follows: 


First, under an insured plan a company is able to obtain uni- 
form coverage throughout its organization even though its 
plants are located in different States. Usually this is impossi- 
ble under Blue Cross plans, even though an effort is being made 
to unify their terms throughout the country. Representatives 
of multiplant companies stated that uniform coverage is im- ~ 
portant, especially if employees are transferred from one loca- 
tion to another. Also, union negotiations on the subject may 
be easier if the plan is companywide. However, it should be 
noted that, due to different local conditions, benefits considered 
adequate in some communities will be inadequate in others. If 
the benefit schedule is geared to the high-cost communities, 
overpayment in low-cost localities can be prevented by specify- 
ing that reimbursement will be made for only the actual charges 
up to the stated maximum. Some employers had shifted to 
insured programs in order to secure companywide, uniform 
hospitalization coverage for their employees. 

Second, some employers prefer insured plans because they 
think these involve less administrative work. Under an insured 
program an employer may purchase accident and sickness bene- 
fits, group-life insurance, hospital, surgical and medical reim- 
bursement coverage from the same insurance company. Under 
this arrangement the employer deals with only one organiza- 
tion in the settlement of claims and the payment of premiums. 
A multiplant employer would have to deal with a number of 
local Blue Cross organizations separately, and, of course, Blue 
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Cross does not offer all of the above-named coverages to any 
employer. 

Third, although probably about 4,000 hospitals, with perhaps 
85 percent of all general hospital beds, participate in Blue Cross, 
some employers pointed out that not all of the hospitals in 
communities where their plants were located were Blue Cross 
participating hospitals. 'Thus, if members are restricted to the 
use of only participating hospitals, the usefulness of Blue Cross 
is limited. Under an insured hospitalization plan the employee 
is free to choose any hospital. A few employers mentioned 
that some hospitals were dissatisfied with their present agree- 
ments with Blue Cross. In some cases, contracts made between 
Blue Cross organizations and hospitals contained specified fees 
which were inadequate to cover the increased cost of the desig- 
nated services. 

Fourth, female employees who are on the payroll when an 
insured hospitalization plan is established and who apply for 
membership within 31 days after they become eligible have im- 
mediate maternity coverage. In Blue Cross plans a 9-month 
waiting period is usually required for all maternity benefits, 
although some Blue Cross plans waive this restriction where a 
large number of subscribers are covered. Also, the maximum 
duration of maternity benefits under Blue Cross is usually 10 
days as compared with 14 days under insured plans. But be- 
cause of the crowded conditions of many hospitals, maternity 
cases are seldom kept in the hospital over 10 days under either 
type of coverage. 

It is extremely difficult to make cost comparisons between a 
Blue Cross and an insured hospitalization plan, largely because 
the benefits under the two types of coverage are not identical. 
It is interesting to note that some employers with Blue Cross 
coverage contended that it was cheaper than insured plans while 
other employers with insured programs claimed that their costs 
were lower than the cost of Blue Cross. One point often made 
by advocates of Blue Cross coverage was that administrative 
expenses are low. Blue Cross officials claim that, out of every 
dollar of subscription income, a national average of 86 cents 
is paid to hospitals for subscribers’ benefits. On the other hand, 
some officials of Blue Cross admit that in some communities in- 
sured rates are lower than the Blue Cross rate, but for family 
coverage it may be higher. 

The policy followed by either a Blue Cross organization or an 
insurance company in building up contingency reserves will 
reflect itself in current rates charged for hospitalization bene- 
fits. Insurance companies have traditionally felt the need for 
establishing contingency reserves. Under Blue Cross certain 
service benefits are provided. In an inflationary period, the 
dollar cost of these services is likely to rise. Evidence of this 
can be seen in the advances in Blue Cross rates which took 
place in 1947-1950. To the extent that insurance companies 
charge dollars for “dollar benefits,” their method ought to give 
more rate stability than would be found under Blue Cross. 
Of course, if the “dollar benefits” are increased under an in- 
sured plan, the rates charged therefor would also need to rise. 


It should be remembered that insured plans are written on 
an experience rating basis so that the cost for a particular group 
with very favorable experience may be reduced substantially. 
On the other hand, Blue Cross rates are based on the experience 
of all subscribers to a given Blue Cross organization. Thus, 
strictly from a cost point of view, an employer who expects a 
high claim rate might prefer Blue Cross while an employer who 
anticipates a very low claim rate might favor an insured plan. 


In discussing the potentialities of Blue Cross, Blue Shield, and 
insurance companies in meeting union health needs, Harry Becker, 
then director of the UAW-CIO Social Security Department and of 
the UAW-CIO Health Institute, as well as labor representative on 
the board of trustees of the Michigan Hospital Service (Blue Cross) 
and of the Michigan Medical Service (Blue Shield), stated that Blue 
Shield, as a medical society-sponsored organization, could, more easily 
than most organizations, develop a comprehensive medical service 
through contractual arrangements with physicians on an areawide 
basis. In Mr. Becker’s opinion, if Blue Shield is to meet these needs, 
provision must be made to assure that payments to physicians under 
the program constitute full payment for services provided; that cov- 
erage is extended during periods of layoff and sick leave; that there 
is an integration of coverage with Blue Cross to eliminate gaps such 
as chronic illness and care in home and office, including diagnostic 
services; and that the base of its policymaking boards of trustees be 
broadened to include a substantial representation of the persons for 
whom the program is intended. 

The difficulties which unions experience in securing adequate medi- 
cal coverage is exemplified by the recent experience of one automobile 
union. This group subscribed for surgical benefits through the local | 
Blue Shield plan, which provided full payment for services to indi- 
viduals whose annual family income was $2,500 or less. Since the 
great majority of workers in the union earned more than this, Blue 
Shield payments amounted to about 62 percent of the actual bill for 
the average operation. Blue Shield later raised the income limit 
to $5,000 for workers with families and $3,750 for single workers. 
The unions purchased this program and supplemented it by coverage 
for nonsurgical hospitalized cases through an insurance company 
group contract. The two contracts combined provide relatively com- 
plete protection for hospitalized illness of average duration.’ 

The need for additional benefits has likewise been stated by insur- 
ance companies and medical groups, as well as by management 
representatives. 

1 Becker, Harry: Organized Labor and the Problem of Medical Care. The Annals of 
the American Academy of Political and Social Sciences, 273: 122-130 (January) 1951. 


2 Pollack, Jerome: Kaiser-Frazer UAW-CIO Social Security Program, Industrial and 
Labor Relations Review, 6: 94-109 (October) 1952. 
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Edmund B. Whittaker, vice president of the Prudential Insurance 
Co., told the American Management Association that despite a 
phenomenal increase in the number of wage earners covered by group: 
insurance, American businessmen must constantly review such pro- 
grams to make sure that they provide the protection for which they 
were intended. Among the factors especially mentioned by Mr. Whit- 
taker were the need for (1) increased hospital and surgical-medical 
benefits to cover rising costs, (2) realistic appraisal of the individual 
burden, and (8) more understanding between insurance carriers and 
the physicians and hospitals that furnish the service financed by in- 
surance funds.} 

A report of the committee on medicine in the changing order of the 
New York Academy of Medicine states that few plans provide 
anything like complete medical coverage for the entire family and 
that experience has shown that, even when it is offered, most people 
are unwilling or unable to pay the high premium required for such 
comprehensive care. The committee recognized the primary impor- 
tance of extending the range of both services and coverage and advo- 
cated that, where employees of business or industrial organizations are 
involved, their families should be included and that coverage should 
be extended to include preventive and curative services in office, home, 
and hospital. 


= — Need to Expand All Group Protection, Hastern Underwriter, November 24, 1950. 


oes and in the Changing Order. New York, The Commonwealth Fund, 1947. Pp. 
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Section FV — 


Administration 
and Financing of Programs 
Under Coliective Bargaining 
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Hiealth and Welfare Clauses 


Unions bargain for health and welfare programs in several differ- 
ent ways. Some agreements are negotiated with employers and others 
with employers’ associations. Definitions of the following types of 
collective bargaining are contained in appendix 33: industrywide, in- 
dustrywide on an area basis, areawide, employer associationwide, com- 
panywide, pattern, and local. A chart is presented in appendix 34 
showing the employer structure for bargaining. Appendix 35 gives 
data on the percent of production workers under union agreements in 
1946 covered by multiemployer agreements under industrywide, re- 
gionwide, and city or local area bargaining. Some national and inter- 
national unions have developed a uniform plan and have attempted to 
have it written into local contracts; other nationals limit their activities 
to providing the locals with information and other types of assistance. 
Where industrywide plans have been established, the unions concen- 
trate their efforts on bringing uncovered locals into the program and in 
arranging for identical benefits for all members. 


Multiemployer Negotiations 


The great increase in the number of industrywide and multiemployer 
negotiations is considered one of the most distinctive results of col- 
lective bargaining on welfare plans. Organization of a welfare plan 
on an industrywide or marketwide basis is said to be particularly 
useful where the employing units are small or it is common for workers 
to shift from one employer to another. It is a means of providing — 
continuing benefit coverage on a realistic basis for workers who must 
look to industrywide employment. It also serves to bring the econ- 
omies of group insurance on a large scale to small employing units 
and equalizes the cost of the program among a number of employers. 
However, negotiations of this type result in a number of distinctive 
problems, some of which have been briefly described as follows: ? 

1. A trust agreement must be worked out governing the or- 
ganization and powers of the board of trustees. 
2. ‘The composition of the employee group must be canvassed 


in order to provide a basis for estimating the cost of various 
benefits. 

3. A plan of benefits must be decided upon, bearing in mind 
the composition of the employees, their various needs and de- 
sires, and the relation of such a plan to any preexisting benefit 
systems. 


1 Tilove, Robert: Recent Trends in Health and Welfare Plans. In Proceedings of the 
New York University Third Annual Conference on Labor. (Emanuel Stein, Editor). 
New York, The University, 1950. Pp. 153-157. 
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4. A system must be created and effectively maintained for 
receiving, checking, and policing employer contributions. ...— 

5. Rules of eligibility for benefits must be worked out and a 
system created for determining the status of individual 
clarmmants, 442, 

6. An insurance carrier must be selected, if the benefits are 
to be insured. This has sometimes been done apparently in a 
rather haphazard manner; in other cases it has involved very 
careful shopping. Care and knowledge in this phase make a 
significant difference. In a recent case on which several car- 
riers bid, involving almost a million dollars of annual premium, 
one company predicted that it would retain roughly 17 percent; 
another predicted that it would retain roughly 5 percent. 

7. If an insurance contract is involved, its details must be 
worked out. This sort of coverage, where the policy holder is 
an industrywide board of trustees, is relatively new. There are 
insurance carriers to which this is an entirely new class of 
business. .. . 

8. If the fund is to be self-insured, its rules and regulations 
must be worked out, actuarial projects prepared, and appro- 
priate reserves created against the contingencies of the risk. ... 

9. Reserves must be determined against the possibilities of 
economic adversity. ... Reserves must also be invested if the 
fund is to realize maximum income. ‘Trustees should know 
enough either to direct investments or to fix intelligent policy 
on investment. 

10. The role of the fund in the administration of benefits 
must be worked out. There are some cases in which the fund 
performs minimum functions, such as making claim forms 
available; in other cases it actually pays each of the claims by 
drafts drawn against the insurance carrier. 

11. The relation of the fund to the legal obligations of the 
covered employers under disability insurance laws, in the States 
in which they exist, must be resolved. 


A chart showing the extent of multiemployer bargaining (appendix 
35) is included in a recent publication entitled Contemporary Collec- 
tive Bargaining. The author, Harold W. Davey, states, “All the 
academic argument for and against multiemployer bargaining will 
not change the concrete fact that the trend in bargaining agreements 
is strongly in this direction. More inclusive bargaining units will 
probably become increasingly common because of strong pressures 
not only from unions but also from employers. It appears safe to 
conclude that over 30 percent of all workers covered by union agree- 
ments are working under agreements of the group employer type.” 


Health and Welfare Provisions 


Bargaining agreements vary considerably in the extent to which 
they outline health benefits for which funds are to be allocated, the 


54 


amount of the funds often being the principal point considered. A 
few contracts go into considerable detail regarding the type of plan 
to be set up, but others are very general. In order that the programs 
may be flexible, some agreements create a union-management com- 
mittee which is invested with power to investigate health programs 
and recommend a plan, to work out the details of the selected plan, 
and later to suggest modification as needed. 

Some contracts also include such items as conditions regulating 
coverage, the appointment of a board of trustees, and provisions for 
collecting and compiling statistics, for settling disputes, and for ad- 
justing the plan to possible future legislation in the health field. 

In an analysis of union agreements received by the National In- 
dustrial Conference Board from September 1949 to April 1950, an 
attempt was made to determine the characteristics of the health in- 
surance provisions included in the contracts. The wording, however, 
was frequently so vague that it was impossible to determine either 
the types of benefits to be included or the extent to which the em- 
ployees share in the cost of the program. Moreover, even where the 
health program was outlined in considerable detail, important fea- 
tures were sometimes missing. For example, only about a third of 
the 503 union agreements referred in any way to the subject of in- 
surance (appendix 36). Nevertheless, this represents a distinctive 
change over the situation in 1948, when a similar survey of 373 union 
agreements revealed that less than a fifth of them contained group 
insurance provisions. 

In the 178 contracts that contained some type of insurance clause, 
in the later study, the provisions varied considerably (appendix 37) ; 
about one-third of the contracts incorporated the text of the entire 
insurance programs. In 109 contracts, information regarding benefits — 
was detailed enough to be analyzed (appendix 38). 


Administration 


The agreement usually provides for separate administration of the 
health fund established under the contract and of the plan which re- 
sults, but sometimes the two are combined. Under the terms of the 
Taft-Hartley Act, funds set up to handle sums appropriated for health 
programs after January 1, 1946, must be administered by boards with 
equal representation from union and management and must provide 
for settlement of deadlocks by some neutral party. Funds established 
prior to that date are administered in other ways: (1) by union repre- 
sentatives only, (2) by union and employer representatives, or (3) 
by union, employer, and some outside community group or agency. 
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Active participation by employers in program administration de- 
pends to a large extent on union-management relations in a particular 
plant or industry. Often, it is limited to the joint administration 
of the health funds through which the medical care benefits are 
financed. It is important that both management and labor work to- 
gether to appraise current programs carefully and to develop objec- 
tives upon which to base contract negotiations, administrative policies, 
and cooperative arrangements with members of the health professions 
and representatives of other community health groups. 

One plan covering a large group of workers which has operated 
for 5 years under a board of trustees composed of equal representation 
from management and labor is the Kaiser-Frazer UAW-CIO social 
security and retirement programs. Previously, the employee benefit 
plan in operation from 1946 to 1948 had been administered by the com- 
pany and the insurance carrier. But in the collective bargaining 
agreement concluded on June 1, 1948, a joint board of trustees, with 
equal representation from labor and management, was constituted and 
assigned responsibility for developing and administering the program. 

A consultant for the program, summarizing the benefits of this joint 
administration, said, “The agreement created.a new framework for 
employee benefit planning in the industry. . .. The assurance of a 
substantial employer contribution made it possible to apply higher 
standards of adequacy in selecting benefits than ever before in the in- 
dustry. Under the new program, the board of trustees as policyholder 
could receive any dividends and use them to provide additional bene- 
fits. Not only were costs brought out into the open, but, for the first 
time, a health plan was developed with primary concern for meeting 
employee needs, instead of the usual haphazard purchase of ready- 
made benefits.” + 

A well-planned, well-administered program that provides care of 
high quality is important to management and labor. On the other 
hand, poor planning may bring dissatisfaction to both. The tripartite 
panel on health, welfare and pension plans, for example, warned 
against inadequate programs in its report to the Wage Stabilization 
Board, by stating that they can promote dissatisfaction and unrest as 
great as or greater than that resulting from no plan at all. 


Method of Financing 


Employer financing of benefit programs under collective bargaining 
agreements may take either of two forms. The agreement may pro- 
vide for employer contributions based on a given percentage of the 


1 Pollack, Jerome, op. cit., p. 97. 
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payroll or a flat amount per worker, or it may specify that certain 
benefits will be provided without reference to their cost. 

Under “funded plans” contributions are placed in funds from which 
benefits are paid directly or from which insurance is purchased. Re- 
ports indicate that industries with a large number of small employed 
groups have found these funded plans feasible and, in some instances, 
the only possible type of program that could be put into effect, since 
many States require a minimum number of individuals to be covered 
before a group policy is issued. The funded method is said to be 
almost a necessity if employees are to obtain continuous coverage in 
industries in which there is a high degree of mortality among employ- 
ers or a high degree of mobility of the working force. In some cases 
the policies have been written by insurance companies established by 
the union itself. 

Funded plans are often administered by trustees who are empowered 
to collect contributions, purchase specified types of benefits, and 
invest funds not required for current expenditures. Fund money and 
records are kept separate from those of the union, with neither em- 
ployers nor unions having any right, title, or interest in or to the trust 
estates, except the right of the covered union members or their bene- 
ficiaries to the benefits provided. The administrative procedure of 
several funded programs recently studied by the department of eco- 
nomics and social institutions, Princeton University, is as follows: 


Sheet metal workers fund and folding box fund: In these two 
plans equal numbers of union and employer representatives 
serve as cotrustees. The employer trustees represent the asso- 
ciations whose members are under contract with the locals. 
Should deadlocks over policy decisions occur, the two trust. 
agreements provide for arbitration by a third party appointed 
by the mayor of New York City. 

New York hotel trades funds: The board of trustees consists 
solely of members of the executive board of the New York Hotel 
Trades Council, but employers are represented by a nine-man 
advisory committee which gives approval to the board of trus- 
tees before any disposition is made of property forming part of 
the principal of the trust estate, before any investments are 
made in securities other than those issued by the United States 
Government, and before any insurance contract is entered in or 
changed. With respect to all policy decisions the board of 
trustees and the employers’ advisory committee vote as separate 
bodies. A majority of each body is needed to ratify a proposal. 
The trust agreement does not provide for arbitration should 
the parties become deadlocked unless a deadlock occurs after 
the employers are no longer required to contribute to the fund 
and termination or liquidation of the trust estate is being 
considered. 


1Slavik, Fred: The Operation of Sickness Benefit Plans in Collective Bargaining, 
Princeton, The University, 1951. Pp. 22-38. 
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Cooks, pastry cooks and assistants fund, and upholsterers 
international fund: Employers play no part in the administra- 
tion of these two funds. In each plan the social security 
department of the union acts as trustee in handling the em- 
ployers’ contributions. Two-thirds of the contributions were 
immediately paid to the insurance company for the purchase 
of accidental death, weekly accident and sickness, and hospitali- 
zation and surgical insurance. The balance is retained to pay 
death benefits and to cover costs of administration. Since July 
1, 1947, the social-security department of the unions has turned 
over the entire 3 percent payroll contribution to one and later 
two insurance companies. Reimbursement for administrative 
expenses incurred by the social security department is included 
in the “experience rating refund” returned by the carriers at 
the end of the policy year. The department has the responsi- 
bility of handling any surplus from the refund. 

United Hatters, Cap and Millinery Workers, local No. 8: 
The plan is administered by the union’s executive board, with 
the local’s secretary-treasurer acting as chief administrative 
officer. No formal trust agreement has been drawn up, but the 
union segregates the employers’ contributions in a separate 
account which is used to pay only the insurance premiums and 
administrative expenses. The amounts and types of benefits to 
be provided, choice of insurance company, and reserve and 
investment policy are determined by the union, but the execu- 
tive director of the employers’ association must countersign all 
checks in payment of insurance premiums and administrative 
expenses. He does not, however, play any role in the plan’s 
day-to-day operations, and rarely confers with the union officers 
concerning the program. 

International Ladies’ Garment Workers’ Union: The union 
has established a welfare and health benefit department in its 
international office, the director of which is responsible to the 
general executive board. The director and his staff receive and 
analyze reports on the operation of the local funds, audit their 
financial records periodically, and administer the interna- 
tional union’s rules and regulations dealing with welfare funds. 
Benefiits are paid directly from funds without having the in- 
surance underwritten by commercial carriers or an insurance 
company of their own. Local autonomy is encouraged. The 
program contains about 90 local or joint board funds through- 
out the United States and a few miscellaneous plans under 
which employers provide benefits through policies purchased 
from insurance companies. The international office exercises 
a considerable degree of supervision over local and joint board 
plans. The constitution of the union requires that health and 
welfare funds be completely segregated from general union 
funds and be used only for specified welfare purposes and re- 
lated administrative expenses. Investments are limited to se- 

-curities apprayed by the general executive board. Bylaws of 
local funds must be approved by the international before be- 
coming effective. 


In non-funded plans, as contrasted with funded plans described 
above, the employers agree to purchase insurance themselves directly 


58 


from a carrier without an intermediary fund being set up. The plans 
are more likely to be found among large firms and among firms with 
low labor mobility. The employer’s financial obligation under such 
programs may take several forms. He may spend a given sum, such as 
a specific amount per worker or a percentage of the payroll, or he may 
be required to provide specific benefits which are written into the 
collective bargaining agreement, regardless of the cost. Often, where 
a group insurance plan is already in operation, it is incorporated into 
the collective bargaining agreement. 

The administrative procedures for several nonfunded plans re- 
ported upon in the Princeton study are as follows: 


American Federation of Hosiery Workers: The program 
officially consists of numerous local and area plans but is, in 
effect, national in scope. The union negotiates a national labor 
agreement with the Full Fashioned Hosiery Manufacturers of 
America covering 36 mills employing 11,000 members. It 
negotiates additional agreements with one other employers’ 
association and 45 independents covering 15,500 employees; 
these follow the national labor agreement closely. With few 
exceptions, policies are written by the National Casualty Co. 
and are partially reinsured by the Union Casualty Co. Choice 
of insurance company under the national labor agreement was 
made by a committee representing the union and the Full 
Fashioned Hosiery Manufacturers of America. The policy is 
held jointly by the parties. 

Both the agreement and the insurance policy run concur- 
rently for 2-year periods. Ninety days prior to the expiration 
of these agreements, the representatives of the employers’ asso- 
ciation and the union meet to decide on possible changes in the 
amount of the employer insurance payments under the collec- 
tive agreement. ‘The joint committee then decides on changes 
in the insurance policy which it will request from the carriers, 
The employers’ association and the union receive periodic 
reports from the insurance company concerning benefits paid, 
loss ratios, and reserves. On the basis of these reports the 
joint committee negotiates with the carriers in regard to a new 
policy. Premiums are stated in terms of the percentage of 
the payroll which the employers are required to pay under 
terms of the agreement. Payments are made by employers to 
the carrier. 

Textile Workers Union of America: Plans are negotiated and 
administered by local unions and groups of locals with indi- 
vidual employers and employer associations. Ninety percent 
of the plans are noncontributory. The international office has 
attempted to develop uniform benefit and administrative stand- 
ards for its local plans, and although some headway has been 
made, progress in this direction is difficult due to a wide variety 
of economic and social conditions in the numerous industries 
under the union’s jurisdiction, and the absence of industrywide 
bargaining. The international office has an insurance director 
who serves as advisor to locals on matters concerning their 
insurance programs. He conducts surveys of benefits obtained 
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by other unions and assists the locals in formulating their 
welfare demands. In some cases he participates in the collec- 
tive bargaining negotiations themselves. The director has no 
direct responsibilities for administration of any of the local 
plans but is called upon for assistance when administration 
difficulties arise. | 

Kighty percent of the insured membership is covered by 
plans under which benefits are specified in the collective bar- 
gaining agreements, with the employer required to secure a 
group insurance policy incorporating these benefits. Except 
in a few instances, the union has no voice in selecting the in- 
surance company or in the administration of the policy, which 
is held by the employer. In a few instances, payment is based 
on a percentage of the payroll or a flat amount per worker, 
and the employer purchases the best available policy, with 
representatives of locals frequently participating in negotia- 
tions between the employer and the insurance carriers. 

United Hatters, Cap and Millinery Workers Union: The 
ages is exemplified by a contract between Local 60 and the 

ohn B. Stetson Co. covering 2,800 employees in its Phila- 
delphia plant. The present plan is an outgrowth of an old 
employee benefit program, which had consisted of a jointly 
financed mutual benefit association, employer-financed hospi- 
talization insurance, and a contributory group life insurance 
policy. The company now purchases a single “package” pol- 
icy; 1t pays about 70 percent of the gross cost, retains all divi- 
dends, and has agreed to bear any future increases in cost. The 
bargaining agreement does not list the benefits to be provided 
and does not mention the amount of employer or employee con- 
tributions, but refers to the separate booklet describing the plan. 
The union does not participate in negotiations with the insur- 
ance company, and the policy is held by the employer. The 
union, however, must give its consent before the policy can 
be changed. Asis the case with most of the plans in the textile 
industry, the union plays almost no role in the plan’s 
administration. 


The Princeton study lists five basic standards of operation for 
assuring that a plan will be able to continue fulfilling the functions 
for which it was created : 
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Security.—Protection of assets of a plan against inherent 
financial risks or possible mismanagement. 

Stability—tThe ability of a plan to continue payment of 
established benefits regardless of fluctuations in its assets or 
income. 

Fleaibility—Adaptability with a minimum of delay to 
changes in the economic, legal, and social environment in which 
it operates. 

Adminstratwe  facility—Administrative arrangements 
which lend themselves most easily to the attainment of a plan’s 
objectives, and which minimize points of possible friction. 

Economy.—The maximum protection that can be obtained 
from the available resources. 


Nonfunded plans are said to have the fewest potential problems 
with respect to security, since the employer discharges his obligation 
by purchasing the insurance directly from an insurance company. 
The coverage is purchased on a pay-as-you-go-basis. Soundness is 
insured by choosing an insurance company that is able to bear the 
risk and meet its liabilities under all circumstances. 

Funded plans necessitate the safeguarding of assets not paid out 
for benefits. Under such programs there is no requirement that those 
administering the fund spend the entire income for premiums or for 
benefits, and it is a comon practice to retain a certain portion of the | 
funds for future needs. Under the Taft-Hartley Act, all funds estab- 
lished after January 1, 1946, must be trusteed and include employer 
representatives on the board of trustees. The act also specifies the 
purposes for which the trust estate may be used. 


Extent of Financing 


Annual employer contributions to nongovernmental pension and 
health and welfare funds, both those collectively bargained and others, 
increased over the past 20 years from $1138 million to $3.4 billion. 
These payments which declined from $128 million in 1929, the last 
big “boom” year, to $103 million in 1933, increased to $169 million in 
1936. They fell off after that date until 1940, but thereafter, and 
especially during World War II, they increased rapidly. Contri- 
butions almost doubled between 1943 and 1944; by 1947, they were 
four times as great as in 1948, and during the next 5 years they more. 
than doubled in amount, reaching a total of $3.4 billion. Data on 
contributions for each year, 1929 through 1952, are given in ap- 
pendix 39. 

The degree to which employers should carry the responsibility for 
financing health and welfare programs recently has become a major 
issue in collective bargaining, and at present there is a growing tend- 
ency for benefits to be financed entirely by employers. Although the 
phrases, “employer financing” and “employer contributions” are com- 
monly used, the employees regard the contributions as money which 
is theirs since it 1s provided in lieu of wages. It should be recalled 
that the amounts reported as payments by employers represent both 
the amount paid under collective bargaining agreements and contri- 
butions to other prepayment plans financed by employers alone or 
jointly by employers and employees. Employer payments for pen- 
sions and health and welfare programs during selected years were 
as follows: 
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As the Department of Commerce points out, these figures do not 
take into consideration the decrease in dollar value, nor can they be 
used as a measure of the recurrent annual cost of plans now in opera- 
tion, because of large contributions to cover the past service liability 
of older workers. Nevertheless, they do indicate the influence of col- 
lective bargaining on the provision of such benefits. 

The $3.4 billion paid in 1952 included employer payments for pen- 
sions as well as health and welfare plans. It is estimated that about 
$1.3 billion of the total contributed by employers covered health and 
welfare plans only, and that at least $750 million of this amount repre- 
sented employer contributions for hospitalization, surgical and medi- 
cal benefit plans. 

These payments are part of total employer (exclusive of Govern- 
ment) contributions for social insurance and other supplements to 
wages and salaries which amounted to a total of $8.3 billion in 1952. 
There have been marked changes over the years, especially since the 
passage of the Social Security Act, in the total amount paid by em- 
ployers for such items although, as figure 2 indicates, such payments 
since 1937 have represented a relatively stable proportion of wages 
and salaries; namely, from 4 to 5 percent of the total. In 1929, in con- 
trast, such payments amounted to 1 percent of wages and salaries. 

The proportion of the total supplements to wages and salaries repre- 
sented by payments for pensions and health and welfare benefits also 
has varied over the years. Before contributions to unemployment 
insurance and old age (later old age and survivors) insurance were 
paid as provided under the Social Security Act, employer payments 
for private pension and welfare funds represented one-fourth to one- 
third of all employer supplements to wages and salaries. Between 
1937 and 1942 they were less than one-tenth of the total. Thereafter 
they increased rapidly, representing 34 percent in 1947 and 42 percent 
in 1950 and 1952. Details on employer contributions, including those 
by government, for the various types of supplements to wages and 
salaries for the years 1929-52 are given in appendix 39. 

The method of financing health and welfare benefits obtained under 
collective bargaining agreements is known for programs covering 
nearly 6.5 million workers in mid-1950. Of these, nearly 60 percent 
1U. S. Department of Commerce, Bureau of Foreign and Domestic Commerce: National 

Income: 1951 Edition, A Supplement to the Survey of Current Business, p. 201 and 


Survey of Current Business, July 1953, p. 24. Washington, U. S. Government Printing 
Office. 
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SUPPLEMENTS TO WAGES AND SALARIES BY PRIVATE INDUSTRY 
1929-1952 
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Figure 2.—Supplements to wages and salaries by private industry, and ratio of 
supplements to wages and salaries, 1929-52 

‘Source: Based on U. S. Department of Commerce, Buretiu of Foreign and Domestic 

Commerce: A Supplement to the Survey of Current Business, National Income, 1951 Edi- 


tion, p. 201, and Survey of Current Business, July 1953, p. 24. Washington, U. S. Govern- 
ment Printing Office. 
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were covered by plans financed entirely by the employer. Of the 
unions for which data are available, about half had from 80 to 100 
percent of their workers covered by health and welfare plans which 
were entirely financed by the employer (appendix 12). 

The industry groups vary in the extent to which employers carry 
the entire cost of the health and welfare programs covered under col- 
lective bargaining agreements. In mid-1950, in the industry having 
the largest number of workers covered by some type of health and 
welfare plan, namely, metal products (including steel, automobile, and 
machinery), 15 percent of the workers were in programs financed en- 
tirely by the employer, 72 percent were in jointly financed programs, 
and 13 percent, in plans with unknown metho: of financing. In the 
textile, apparel, and leather industry, another group with large cov- 
erage, over 90 percent of the employees were in programs financed 
entirely by the employer. In transportation, communications, and 
other public utilities (excluding railroads), the industry group with 
the third largest coverage, over 70 percent of the employees were in 
plans financed entirely by the employer. The tendency since mid- 
1950 has been for the employer to assume a laryer share of the cost. 

In mid-1950, about 80 percent of the workers covered by any type 
of health and welfare program had protection against all or part of 
their hospital bill. Almost 65 percent of these workers were covered 
by programs financed entirely by the employer, and 35 percent were 
covered by programs jointly financed by employers and employees. 
_ About 72 percent of the workers covered by any type of health and 
welfare program had protection against either surgical or medical 
bills or both. A slightly larger proportion of those having this type 
of coverage were in programs financed entirely by the employer, 
namely, 71.5 percent (appendix 18). 

To what extent do the existing programs meet the hospital and medi- 
cal bills of those who are eligible for benefits? No information is 
available to answer this question as it applies to union members only. 
However, according to a recent Senate report, in 1949 Blue Cross hos- 
pital plans paid from 70 to 80 percent of the average hospital bill for 
all subscribers; during the same year, insurance companies paid from 
45 to 55 percent of the average hospital bill for all policyholders en- 
rolled under individual and group policies. Both Blue Shield medi- 
cal society plans and insurance companies paid about 45 percent of the 
average total physicians’ charges to their subscribers.* 

Information also is lacking on the total amounts paid for hoepital 
and medical services received by persons covered under collective bar- 
gaining agreements. It is known, however, that in 1951 over $1,352 


1 Committee on Labor and Public Welfare, U. S. Senate: Health Insurance Plans in the 
United States (Report No. 359, part 1). Washington, U. S. Government Printing Office, 
1951. 
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million was paid to hospitals, physicians, and other persons providing 
health services under all prepayment arrangements. About $897 mil- 
lion of this was paid for hospitalization; and $456 million, for services 
of physicians and other personnel. Blue Cross plans paid almost 50 
percent of the total amount expended by voluntary insurance plans 
for hospital benefits; about 28 percent of the total were payments made 
under group commercial insurance contracts, and 13 perceut, under 
individual insurance policies. The payments made under group con- 
tracts of commercial insurance companies represented the largest pro- 
portion of the $456 million (386 percent of the total) paid to physicians 
and other personnel, while the Blue Shield medical society program 
payments represent 32 percent of the total. About 12 percent was 
paid by commercial insurance companies under individual insurance 
contracts (appendix 40). 

The Health Insurance Council has recently estimated that during 
1952 $1,075 million was paid for hospital care and $546 million for 
surgical and medical care by all types of voluntary health insurance 
programs.! There was little change in the proportion of the total 
payments made by the different types of programs. Asin the previous 
year, expenditures by Blue Cross hospital plans represented about 50 
percent of the total expenditures by all plans for hospitalization. 
Payments made by insurance companies for surgical and medical cov- 
erage under group and individual policies represented 48 percent of 
the total, the same proportion of the total as in the previous year. 
Payments by the medical-society-sponsored plans represented a 
slightly larger part of the total expenditures for surgical and medical 
care, an increase from 32 to 34 percent. Estimated payments by each 
type of program during 1952 were as follows: 





Item Hospitaliza- Surgical and 


tion medical care 
ES Gt ct epee et Sh as ar pape Sart oo see ou okies wee aauacde $1, 075, 000, 000 | $546, 000, 000 
EnSUPrAaN Ce COMPAly. COMTEACUS. << cocoa oc ceca c ce eecceessesuccecenscccscsces 437, 000, 000 261, 000, 000 
Blue Cross and medical society sponsored p;ans_.....-..-..------.--------- 548, 000, 000 187, 000, 000 
OVEN ETD aS meerrncerta ter eee eR oie oes oo Si oi Gis Saw cieiers 90, 000, 000 98, 000, 000 


1 Health Insurance Council, Survey Committee: Accident and Health Coverage in the 
United States. New York, The Council, 1953. (In press.) 
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Eleven 
Selected Programs 
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smnTQET beisaled 


Loeal Programs Classified by Services 


Summarized information 


The following tables summarize some of the major characteristics of 
nine selected management- and labor-financed health and medical pro- 
grams described in this section of the report. Each of these programs 
provides prepaid medical services on the basis of group medical prac- 
tice at a health center. Beyond this common characteristic, the pro- 
grams vary widely in scope of services offered, method of financing, 
organization, and other features. | 

Any summary of diverse programs necessarily glosses over differ- 
ences since program characteristics cannot be readily presented in 
tabular form. There is the additional difficulty of lack of uniformity 
in the definitions used by the programs in recording costs and services 
provided. The summary tables should therefore be interpreted in the 
light of these inherent limitations. A detailed description of each 
of the nine programs will be found later in this section of the report. 
However, in order to make these summary tables more meaningful, 
some of the characteristics of the plans are briefly outlined here. 

For the purposes of this comparison, the plans have been grouped 
in five broad classifications, depending on the scope of services offered. 
The least comprehensive plan provides only diagnostic services; the 
most comprehensive plan provides complete medical care as well as 
hospitalization and dental services. The plans may be briefly de- 
scribed as follows: . 


Group I—Diagnostic services 

A. Health Institute of the United Automobile Workers, CIO, De- 
troit: Program was started in 1944; diagnostic services are provided 
for 350,000 Detroit United Automobile Workers members. Mental 
hygiene and optometric services are available in separate clinics. The 
center is financed by the union locals. 

B. Union Health Center, International Ladies’ Garment Workers’ 
Union, Boston, Mass.: The center opened in 1949 to provide diagnostic 
and optometric services to union members in the Boston area. The 
program is financed from union health and welfare funds. 


Group II—Medical care for ambulatory patients 


A. A. F. of L. Medical Service Plan of Philadelphia: Preventive 
services and medical care have been provided since 1951 at the center 


1 Plans are listed in order of size, 
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to members of affiliated locals and their dependents. All A. F. of L. 
unions in the Philadelphia area may affiliate with the plan; most locals 
finance the program from health and welfare funds. Starting with 
a membership of about 3,000, the plan by April 1953 had about 18,000 
members. | 

B. The Sidney Hillman Medical Center of the Male Apparel In- 
dustry, Philadelphia: Preventive services and medical care are pro- 
vided at the center, opened in 1951, to members of 16 locals and, in 
part of the industry, to dependent spouses as well. Operating costs 
are financed by funds obtained under collective bargaining agree- 
ments. Current membership is approximately 23,000. 

C. The Sidney Hillman Health Center of New York: The center 
opened i in 1951 to provide health and medical services to ambulatory 
patients. Members of 26 locals and their wives are eligible for bene- 
fits. The center operations are financed from per capita premiums 
paid by the 33,000 eligible persons and, since April 1953, from em- 
ployer centric. 

D. Union Health Center, International Ladies’ Garment Workers’ 
Union, New York. Operating since 1913, the center now provides 
unlimited preventive services and medical care at the center to about 
201,200 union members and limited services for their dependents. 
Services are financed by the locals from health and welfare funds. 


Group [I1I—Medical services at center and hospital 


The New York Hotel Trades Council and Hotel Association Health 
Center, Inc., New York: The center was opened in 1950 to provide 
medical care to the 35,000 members of the New York Hotel Trades 


Council. All costs are paid from an industrywide health and welfare 
fund. 


Group IV—Medical services at center, home, and hospital 


Moving Picture Machine Operators’ Union, Local 306 (administered 
through a pension and welfare fund) : Members of the local and their 
Wives receive comprehensive medical services through the Health 
Insurance Plan of greater New York. The local contracted with the 
health insurance plan in 1951 and at the end of the year had enrolled 
3,555 persons. All costs are paid from the local’s health and welfare 
fund. : 


Group V—Medical services at center, home, and hospital, dental 
care and hospitalization 

Labor Health Institute, St. Louis: Program was established in 
1945 by the union (now local 688 of the Teamsters, A. F. of L.) ; it 
provides comprehensive services to members and their dependents. 
All costs are paid from health and welfare funds negotiated by the 
local with the individual employers. During 1952, approximately 
14,000 persons were enrolled in the plan. 
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Summary table 1 shows, for each of the nine medical programs, the 
broad categories of services provided and the average annual cost of 
those services for each eligible person. The annual cost per eligible 
person appears to be related not only to the scope of the services 
provided but also, within a given category, to the size of the member- 
ship. Of the 4 plans providing medical care to ambulatory patients, 
the plan with over 200,000 members reports a per capita cost of less 
than one-half the costs of 2 plans with similar services but with a 
membership roughly equivalent to 10 percent that of the larger plan. 

The per capita costs represent all expenses of running the health 
centers, including depreciation charges and administrative and house- 
keeping expenses, as well as the costs of providing medical services. 
Where the center operates a pharmacy, any net cost of pharmacy 
operation is included. Costs exclude capital accumulation and, to the 
extent identifiable, expenditures made for services such as sick benefit 
certification. 3 

It should be noted that the programs have different accounting 
systems and allocate costs in different ways. One program, for ex- 
ample, allocates a fixed percentage of total overhead costs to the phar- 
macy, while in another program the pharmacy is considered a com- 
pletely separate operation. Similarly, depreciation charges are fig- 
ured in different ways, and two plans make no charge for depreciation 
of the plant or equipment. Costs of special services, such as disability 
certification, preemployment examinations, and premembership ex- 
-aminations should be handled uniformly if the plans’ financial data 
are to be comparable; however, in some cases there 1 is no way of iden- 
tifying these expenditures, 

Only those services that are provided through the medical center 
program are listed. No inclusion is made of benefits covered under | 
other union health and welfare programs, which in all cases cover hos- 
pitalization and in almost all cases, in-hospital surgical care. 

The income of the plans is determined in one of three ways: (1) an 
annual per capita premium—4 programs are so financed; (2) a fixed 
percentage of the employers’ payroll—3 programs are so financed; 
and (3) a cost basis, the center billing the local union for the approxi- 
mate cost of services provided—2 programs are so financed. Pre- 
miums vary with the services provided and with the extent of reserve 
accumulation (summary table 2). : 

In general, the charge for dependent wives or eta is the same 
as that for the union member. In the two plans covering other 
dependents, there is no extra charge for any dependents beyond the 
first in one plan, and beyond the second in the other plan. 

The extent of coverage of dependents is presented in summary 
table 3. With the exception of the two diagnostic centers and one 

other program, all programs provide some coverage for dependent 
wives or husbands. The coverage of other dependents is, however, 
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Summary table 2.—Selected management- and union-financed health and 
medical programs: Average annual premium 


Average Average annual premiums 
annual 
Program Period are of oe oer 
eligible nion ember 
persons | member | and wife | Family 


ee ee | re ee | ee 


United Automobile Workers Union, Detroit. ._-- 1952 350, 000 (4) 


International Ladies’ Garment Workers’ Union,| = | °§ | | | 
wr ROStON: < See em See dn oa eee te chen = 1952 15, 000 oe a ee ae Sr 
ee Eo a a See ee Sar 1952-53 18, 819 15. 00 $30. 00 $37. 50 
Sidney Hillman, Philadelphia__--..............-. 1951-52 220712 315.00 INAS 2222 ose. 
Sidney Hillman, New York City.-..-.-..-.------ 1951-52 33, 356 10. 00 2000 Naccmccuskc 
International Ladies’ Garment Workers’ Union, 

ING We ObK City. so2ss- 2248-25-82 82 25st ee 1952 201, 200 ZIGN 2G Neo Sh cosas co coko te 
Hotel Trades, New York City__................-. 1952 34, 762 S57 QO ann ee on alone cess 


Moving Picture Machine Operators’ Union 
holga Health Insurance Plan), New York 


3) Ces See aes 5 >< eee ee ee 1951 £ 2,160 35. 08 (OS ot a 
Labor Health Institute, St. Louis. ......--.------ 1951-52 14, 606 360.00 | 2130.00 3 130. 00 


118 to 30 cents per member plus an annual registration fee of $2 paid by each person registering for service 
at the institute. 

2 Income equals costs. 

3 Annual premiums equal to fixed percent of payroll; per capita premium payment is approximate. 
. 4 Equivalent in full years of coverage: approximately 3,500 different persons covered by the end of the 
year. 


Summary table 3.—Selected managemeni- and union-financed health and 
medical programs: Coverage of dependents 


Coverage of wives or Coverage of other 
husbands dependents 
Program Benefits 
Regular | Benefits at} Regular at 
benefits |reduced fees} benefits | reduced 
fees 
iWnitea Automopiie: Workers) Union sDetroit.2.. 222 ao. eco onc c ene occ cncesencolecoscccecess | oscleeeoce 
Imternation Hadies’ Garment Workers’ Union, Boston...|.2.-.....-.5|-.--.----c2<|oc--cosesen-|_--- cnn enn 
ee i eNO ko enna danctouasanassebauwac Pese 2232. ae BYiege eck Yes. 
‘Sidney Ealiman, Philadelphia? 22 322-22 2822. cisset NSS a eee | | a eee ili 2 FACS a Lee ta oS RO 
Sidney Hillman, New York City........2......-..<. 22032 AV CGS EN NE) See eS RS, . AR ae. 
International Ladies’ Garment Workers’ Union, New |.-..-.------- WieGievssc2 eee Yes 
York City. 


‘Hotel Trades, New York City 


Moving Picture Machine Operators’ Union (through | Yes 
Health Insurance Plan), New York City. 


Labor Health Institute, St. Louis 3._.........--..-.-.---- WOSers224e|ssesee eS Ves 7s eas 3_ Ose) 


ere mre wee eee ew em eeewe wm ee we n= | mem emo eee wenn |e eee oem eco oe | oem mee cee eenn | peo meme eco ce 


1 Dependents are covered for regular benefits by 5 out of 18 participating locals; other dependents may 
receive technical services at cost. 


2 Eligible Mar. 1, 1953 in the clothing industry; not yet eligible in cotton garment industry. 

8 Dependents of 94 percent of the union members are covered. 
very limited. Only one program has full benefits for virtually all 
dependents; in one other program, dependents are covered for full 
benefits by about one-third of the participating unions. In several 
of the programs, however, plans are underway for more extensive 
coverage of other dependents. 

_ The plans vary widely in the manner of staffing the medical depart- 
ments. Some programs have a large number of physicians who serve 
only a few hours a week or who keep no regular hours at the clinic. 
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Other plans have several full-time physicians supplemented by a 
smaller number of part-time physicians. 

The relative number of general practitioners and specialists also 
varies considerably among the plans. Three of the programs have 
no general practitioners; the work normally done by a general prac- 
titioner is performed by internists. In the other programs the num- 
ber of general practitioners varies from less than 20 percent to nearly 
60 percent of the medical staff. This, however, does not necessarily 
give a clue to the relative number of specialist and general practitioner 
hours, since the general practitioners are more likely to be on a oe 
time or half-time basis (summary table 4). 

Excluding the diagnostic centers, the annual number of physicians’ 
hours per 1,000 eligible members in 1951 or 1952 is estimated to have 
varied from a little over 300 to over 1,400. ‘These are hours spent in 
actually seeing patients and make no allowance for administrative 
duties, study and research, vacations, and the like. The time spent 
by special consultants, not on the regular center staff, is not included 
in the estimated hours ieee some of the programs. The data, therefore, 
should not be considered an exact count but an approximation of the 
physicians’ hours used in the various types of programs. 


Summary table 4.—Selected management- and union-financed health and medi- 
cal programs: Number of physicians and physicians’ hours per 1,000 eligible 
persons 


Number of full-and | Annual 


average part-time physicians paves 
cians’ 
Program Period a hours 
eligible | General | gnecigi | Per 1,000 
persons practi- isig eligible. 
tioners persons 
United Automobile Workers Union, Detroit. eee 1952 350, 000 24 Iivdve 135 
International Ladies’ Garment Workers’ Union, a5 
Boston: 2... 25.4: RSE 5 Rp ee aes TN” ph 908) «doug kOAOO0 ocess-s-2e 34 | - 1 280 
AFL, Philadelphia: 3.2 22225c.ccsdedccecseosce Bes cee 1951-52 GOSS | asda ee ce 30 683 
Sidney Eiilman, @hiladelonigu. 22222555. - ssa a ese 1951-52 22, (0 Pee ee ere 48 2 653 
Sidney Hillman, New York City -.........-.-2-...- 1951-52 33, 356 27 54° 556 
International Ladies’ Garment Workers’ Union, New “egy : ¥2 
Work Oltyeo. coos dsen5scccsneeeasaecueettsabeeaee 1952 | 201, 200 67 85 317 
Hotel Trades, New York City_...:-...--..-22-i--.-- 1952 34, 762 30 145 4 510 
Moving Picture Machine Operators’ tag 
Health Insurance Plan), New York City_.:-.----- _- 1951 5 2,160 NA NA NA 


Labor Health Institute, St. Louis.-..--- shthedtecees | L615?) |06-14903 10 83. \,..; 8a al 


1 Estimated. 

3 Annual rate of hours scheduled in January 1953 divided by fiscal year 1952 enrollment. 

3 Excludes physicians and estimated physicians’ hours devoted to sick benefit certification. — 

4 Does not include (1) consultations with approximately 100 physicians who do not keep regular hours at 
the center or (2) hours at the hospital. 

5 Equivalent in full years of coverage; approximately 3,500 different persons covered by the end of the 


year. 
6 Members eligible for medical services; a small additional number of persons are eligible only for hospital- 
ization. 
7 Excludes 5 associate physicians who make home, hospital and office calls in East St. Louis. : 
§ Based on 1951-52 physician hours at the center and 1951 hours at hospital, home and doctor’s office.’ © 
Summary table 5 gives data on the extent to which the membership 


of each plan used the services offered. In the plans providing medi- 
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cal care to ambulatory patients, from 23 to 31 percent of those eligible 
for service received care at the center during the year. Among the 
two plans providing services not only at the center but also at the 
hospital and home, there was remarkable similarity in the propor- 
tion of members who used the services. Fifty-eight percent of the 
moving-picture machine operators and their wives saw a physician 
during the first 1014 months the union was affiliated with the Health 
Insurance Plan. In St. Louis, 62 percent of the members and de- 
pendents covered for benefits used the services during a 12-month 
period. 

Data on the number of services provided for each 1,000 eligible per- 
sons, also presented in summary table 5, show much less consistency. 
This variation may be attributed in part to differences in the scope 
of services offered and in part to differences in definition and in the 
manner in which services are counted. One plan, for example, may 
consider a “complete blood count” one service, while another consid- 
ers it 4 services. 

The greatest use of physicians’ services occurred among the mem- 
bers of the Moving Picture Machine Operators’ Union, who received 
services through the Health Insurance Plan of Greater New York. 
Their utilization (7,500 visits per 1,000 eligibles) was about 40 per- 
cent higher than that of the program with the next highest utilization 
(5,300 visits per 1,000) and nearly 50 percent higher than the utiliza- 
tion of all Health Insurance Plan enrollees. The Health Insurance 
Plan points out that three conditions probably played some part in 
the high utilization rate of the moving picture machine operators 
union enrollees. First, men in the older age groups are known to 
have higher utilization than younger men. Second, the union mem- 
bers were in the initial period of coverage, which often, though not 
invariably, has higher rates than obtain in later periods. Third, per- 
sons whose occupations leave them free to visit physicians during the 
early part of the day have been found to visit doctors more frequently 
than persons who either have to take time off during the day or who 
obtain medical service in the evenings after working hours. 

For the programs which provided medical care only at the center, 
visits to physicians ranged from about 1,200 per 1,000 members to 
approximately 2,000 per 1,000 members. 
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Diagnostic services 


Health Institute of the VAW-CiO* 


7930 East Jefferson Avenue 
Detroit, Michigan 


This is a diagnostic center set up in Detroit, Mich., pri- 
marily to provide diagnostic medical services for work 
connected illnesses to approximately 350,000 members of 
the United Automobile Workers of the CIO. The center 
is financed by per capita contributions from the locals. 
During 1952 approximately 11,000 persons visited the 
center. The average cost of diagnostic services was 
about $22.00 per patient. Not included in this cost are 
mental hygiene and optometric services offered in sepa- 
rate clinics. 


In 1943 the United Automobile Workers established in Detroit a 
Medical Research Institute which was incorporated in March 1944, 
as the Health Institute of the UAW-CIO. The center grew out of 
the union’s concern with occupational disease and their belief in the 
importance of health education and improvement of safety conditions 
in the plants. 


BASIOo OBJECTIVES OUTLINED BY PLAN 


Development of the concept of health as a positive attribute. The - 
program calls for “... labor’s full participation in the extension 
ef preventive medicine and methods for the elimination of industrial 
disease and accident hazards as well as methods for the improvement 
of the health of the workers in the community.” 


ELIGIBILITY 


Any member of a United Automobile Workers Local in the Detroit 
area which is affiliated with the health institute is eligible for diagnos- 
tic services. (With very few exceptions, the locals have affiliated with 
the Institute.) Union members’ dependents are not covered. United 
Automobile Workers locals and other unions which are not affiliated 
with the health institute may secure services for their members by 
payment of an examination fee. Services of the mental hygiene clinic 
are available to all union members and other adults 18 years of age or 
over in Detroit and the metropolitan area. Optometric services are 
available only to members of the United Automobile Workers. 


*J. A. Katzive, M. D., Director, Health Services Division. 
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MEMBERSHIP 


The membership of the United Automobile Workers in the Detroit 
area was approximately 350,000 in 1952; members had an average 
weekly income of $81.76. 


METHOD OF FINANCING AND COST OF CARE 


Method of financing—tLocal unions pay the health institute a 
monthly per capita assessment varying from 114 to 21% cents. In 
addition, a registration fee of $2 is charged each person registering 
at the institute. This fee entitles him to diagnostic and consultation 
services for 1 year. For union members who are not members of the 
affiliated locals, the Institute charges $25 for a diagnostic examination. 

No charge is made for services at the mental hygiene clinic, which 
is financed by the Community Chest and the International Union. 
The eye clinic is self-supporting; a charge of $3 is made for each eye 
examination and glasses are provided at cost. 

Operating costs —Total costs of operating the institute in 1952 were 
about $379,000. Expenditures of the medical department for diag- 
nostic services—including laboratory procedures and X-ray examina- 
tions and consultations—were about $248,000. Costs of the eye de- 
partment were about $80,000 and of the mental hygiene department, 
$37,000. Expenditures do not include any reserve for depreciation 
cf the building and equipment but represent actual cash outlays. 


Depariment: Expenditures 
Moticale.. ..... 6h 3 in Ssh be es te ates See eee ee SP ee $243, 242 
Protessional*fees'and'salaries..- 02. 0. 2 nt ence ne eee nee eee 145, 294 
1510) 0) 1ic: a ee ae ae oe ee ee Te Me ee ee ee ee ie 
1 Oe) cena aoe 2 gee ae liek da a OS eS alga Rey R i TEE aoe ea ayy! Sats So ee Te 70, 948 
ih: ne eens Se, See a eT an Se IP, PME sae Gee 80, 
Mental hypiene.....2... 2... s2.0 so acca ee ee eee 37, 000 


Average cost per patient.—F or each patient registering at the insti- 


tute for diagnostic medical services, the average cost was $22.07 
during 1952. 


PAYMENTS TO PHYSICIANS 


Part-time general examining physicians are paid at an hourly rate 
ranging from $4 to $7.50. Total payments to physicians during 1952 
were $83,364. Physicians associated with the medical department 
received $77,124; optometrists in the eye department received $16,000, 
and the psychiatrists on the staff of the mental hygiene department 
received fees of $6,240. 


SERVICES PROVIDED 


Medical diagnostic services Appointments at the diagnostic clinic 
are arranged through the local union offices. Each patient is seen first 
by a registration clerk who takes a detailed occupational and per- 
sonal history. The patient is then given routine laboratory work and 
is seen by a general physician who prepares a medical history, does a 
complete physical examination and arranges for any additional 
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laboratory procedures, diagnostic X-rays or consultations with spe- 
cialists which he considers necessary. Specialities are: general medi- 
cine including cardiovascular and gastro-enterology; psychiatry; 
neurology and neurosurgery; dermatology and syphilology; eye, ear, 
nose, and throat; orthopedics; general surgery; gynecology; urology. 

Should further medical care be indicated, the patient is referred to 
his personal physician. If he has no personal physician, he is given 
a list prepared by the health institute, with the advice of the county 
medical society or other qualified physicians. 

Lhe eye department provides eye examinations and prescriptions 
for glasses. 

The mental hygiene department offers diagnostic and therapeutic 
psychiatric service to persons who present medical or employment 
problems that have a social, emotional or psychiatric basis. Most 
patients are referred from the medical department by the examining 
physicians. Referrals are also taken from other health agencies, as 
well as from labor and management sources. 

Ancillary services—Standard laboratory procedures and diag- 
nostic X-rays are made in connection with establishing medical 
diagnoses. 

Cooperative services.—The institute places special emphasis on 
education in health and safety in cooperation with the union's depart- 
ment of Industrial Health and Safety. The program is carried out in 
the plants, and at the institute, through special courses and through 
distribution of education materials. Group examinations and plant 
inspections are made where special industrial hazards are thought to 
exist. 

The results of all examinations and laboratory studies are available | 
to the patients’ physicians upon their request and with the approval 
of the patient. 

Other medical services —Kyeglasses are provided at cost. 

Services not provided.—Institute gives no medical treatment. 


FACILITIES 

The institute owns and occupies a three-story building in Detroit. 
The building has 15,386 square feet, including a central waiting room, 
13 examining rooms, X-ray and laboratory equipment, a small techni- 
cal library, and necessary office space for clerical help. 

The institute is open from 9 a. m. to 5 p. m. on Mondays, Wednes- 
days, and Fridays; and from 9 a. m. to 7 p. m. on Tuesdays and 
Thursdays. 


STAFF 
Administrative staff —The institute has an administrative staff of 
18, including a full-time medical director. 
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Professional staff—The medical department is staffed by 35 part- 
time physicians, including 24 general physicians and 11 specialists. 
In addition, there are 1 registered nurse, 1 practical nurse, 4 labora- 
tory technicians, and 3 X-ray technicians. The eye department has 
2, full-time optometrists on the staff; the mental hygiene department 
has 3 case workers and the equivalent of 1 half-time psychiatrist. 

Qualifications for physicians—Physicians are selected by the medi- 
cal director. General physicians are required to have 3 years’ experi- 
ence either in private practice or as residents. Specialists are required 
to be Board certified. 

Physicians’ hours Approximately 250 physicians’ hours are sched- 
uled each week at the institute; more than 75 percent of the hours 
are in general medicine. See table 1 for the number of physicians on 
duty each day and the average number of hours scheduled each week 
by specialty. 


Table 1.—Weekly time schedule of physicians’ hours at health institute of 


UAW-CIO 
Total Physicians on duty 
scheduled | Number 
Department hours of ‘ 
Ret, | PRvetelaus | Monday..| ‘Tuesday. |) YS2 | 7 Aue. miaans 


| He. | | | 


A. m.—632) A.am.=-21--) Avmi—3:_| Asm.—5 | Aom.—b.2) A. m3) 
General medicine 1 P.m.—104) P.m— 26.2) P. m6. Pi m.—6..|, Pom 2. ais 6 A mS. 


ae Dyenlaes Bveqnes Ses Ae Evenings jess... cer Evenings |{P.m.—5. 
ere een ee ee ee ee 
Psychiatry_-....--.-.- Pad te ee ee ee nee Pd P mse 
Neurology and neuro- sffcartig ns 0 = | a eee REET | eRe Oe | En REE, | Sree 
surgery. 5 n= 6 Pal lnc ane IP as eco ee alee eee oe 
Dermotologyand |fAje-8 6) A Wha d 2 fa ac cae stele or be anes acme ye 
syphilogy. Par =6 | GPs me IP are eel See eee ee 
Eye, ear, nose, and jd exes aR (Ug Cy 0 eel (De Reo ees een ee er Bae ee A.m.—1.. 
throat. i 0 aecee [23g eet Gea ee ape Sele eer eee | I eee ee ei. P.m.—l_- 
Orthopedics..........- \e TSA Spa ie SII ee 
General surgery and ls 0 On emo i (NRG cr ot ee ce Nd ee ee A.m.—1_- 

gynecology. Be m.F120.| (PM 2 |e eke eR ooh) ck RAE AES RRS et Se! P.m.—l 
Urology....----------- bls Ue a oom ey oe 


1 Includes cardiovascular and gastrointestinal clinics. 
Source: Health Institute of UAW-CIO, Detroit, unpublished data. 


UTILIZATION 


Persons receiving care.—In 1952, 11,019 different persons (including 
about 100 to 125 persons who were not members of the affiliated locals) 
visited the institute for diagnostic services. This represented about 
3 percent of the United Automobile Workers Detroit membership. 
There were 4,950 persons who visited the eye department and 1,203 
individuals who used the mental hygiene department. It is probable 
that most of the persons visiting the eye and mental hygiene depart- 
ments also received diagnostic services. 

Total services provided.—The 11,109 persons receiving diagnostic 
services made 15,032 physician visits, about 1.4 visits per patient. 
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Most persons did not require consultations with specialists but were 
taken care of by the general practitioner. Each person saw the gen- 
eral practitioner once and approximately 4,000 specialty consultations 
were given, nearly one-half of them being in general medicine or eye, 
ear, nose, and throat. The number and type of specialty consultations 
is Shown in table 2. 


Table 2.—Diagnostiec visits to physicians, Health Institute of the UAW—CIO, 
Detroit, 1952 





Number 

Specialty of visits 

OU SSG a ee SAE Re TS a ME See alee im Reha «yearn etias ARIES, Gencctte SNM tant ne ls Soe <a 15, 032 

CSN GLADE AC EOI UR ee eee ere eee ee oe eee ee OS Pow aa Be NA he 11,019 
ppecialGy-conswmiiaiona sense hee eek AAT) ETS 328 oe ORAL A ee eee Sl . 

General medicine including cardiovascular and gastrointestinal clinic..............._---------- 1, 210 

ESV CHInthy eae aeee tee SF eee eee t Pe kre eek eRe AR OES. SEAS Sdad Sek F Jo 224 

INCHROLO SVAN GeMCUnOSUTD Chr ces sees La aca nent oe ae ee Soe en eee moe etc ead Begs Se os 325 

Derm ahologuman dks MOOG Yo 2 ee oe st ee cee eh eee Ae 398 

ee ere POM CP ee ne tre EEE. Soren Soe How Sok on Sn 702 

OREN ODE CS Hen Pee ee Reet STA A) Ce ee de SEL Ot eke 501 

Generalisureschveand Pynecoloc yaa —. 2) he oe S ee ee ee en 192 

LORRI te CSAS De Eee A ee eS 8 ee Td Se eee tw LEE OAL tech 8 SR EAE ie See Sa eee eee ee 461 


Source: Health institute, VAW-CIO: Unpublished data, April 1953. 


Patients received more than 45,000 laboratory procedures; nearly 
every patient had at least one serology, blood and urine test. Chest 
X-rays were given to each patient and represented more than one-half 
of the 21,000 X-ray examinations given. Detail on laboratory and 
X-ray procedures is continued in table 3. 


Table 3.—Laboratory procedures and X-ray examinations, Health Institute of 


the UAW—Ci0O, Detroit, 1952 








Number Number 
Procedure of pro- of pro- 
Laboratory procedures: cedures Procedure cedures 
ANGE Ree oe AED SR gs eee ee ee ge ge 45,437 | X-ray examinations: 
ee FRO tale. 2 2s Seen s oe os eee ees eee. 20, 869 
Sorolomyeeteers Loar 3 on eyes se on 2 10, 970 
OOG se ste siee reese Lee Se 16, 190 IDAMIUME ONEMASy. 22220 2.2 eso ctek se 339 
Wirine series eee et babel ergs oso che 135795 Chestsi # ..3. sete bse Sas oie Pcie 11, 142 
SLOGle ewes ae Fc Leno ee asme G35al git OROSCODY tatasnc eee ne sek seats ee aa os 1,165 
Blectrocardiogram= _ . 2.444 sess 2. 2 S6(sGalleblad@ersn-s. hss ee os res ba) aoe 
Basal Metabolism 2. 92. soe ee 498 Gastrointestinal: 52-22 Sees 825 
Miscellancous2:2. 432222. 3 aves. feck. 2 482 Kidney, ureter, and bladder___._______- 464 
—= eVGlOOTG IS tens o2 nue oe ee eras 345 
Source: Health Institute, UAW-CIO; umnpub-]| Sinuses._...__................--_____---_--- 493 
lished data, April 1953. cor oo ee ae SPE 4, 863 
(DUG ee MOAN 4 1 eee 5 Brae te ee ea eee 


The mental hygiene department had 1,444 visits, an average of 1.2 
visits per patient. This does not include 224 consultations with psy- 
chiatrists which are counted in the 4,000 specialty consultations under 
the medical department. The eye department made 4,950 refractions 
and sold 4,724 pairs of glasses. 


ADMINISTRATION 


_ The board of trustees, composed of five members of the Interna- 
tional Union, sets board policy. A medical advisory council consist- 
ing of physicians and engineers assists in establishing governing poli- 
cies. There is a labor consultative committee of representatives of 
organized labor that meets to discuss policy and further needs of 
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union members. The medical director coordinates the services and 
activities of the institute. 


OTHER HEALTH AND WELFARE BENEFITS 


Financed by employer or jointly by employer and employee, de- 
pending on the local’s contract. 

Hospital care-—Through Blue Cross and other nonprofit service 
plans, and through group insurance. Provides up to 120 days in 
semiprivate accommodations, use of operating room, drugs, laboratory 
services. Dependents are usually covered. 

Medical-surgical care—Provided through Blue Shield, other non- 
profit medical service plans, and group insurance. Medical and sur- 
gical services in the je ie Dependents are covered by most 
contracts. 

Life insurance.—The average worker is insured for $3,200 until 
retired and for $500 to $2,000 for the rest of his life. (During 1952 
average benefits of $3,100 were paid to the families of persons who 
died in 1952.) 

Pemporary disability. —Most United Automobile Workers are eli- 
gible to receive $35 per week for up to 26 weeks. 

Retirement.—Average monthly retirement pension of all members 
in 1952 was $41 from pension trust funds. This is in addition to an 
average of $82 from old-age and survivors insurance. 

Permanent total disability —AlIl United Automobile Workers pen- 
sion plans include such benefits. Income varies from $50 to $120 per 
month for employees who meet specified eligibility requirements based 
on age and length of service. The age requirement varies from none 
at all to 55 years; required years of service range from 10.to 25 years. 
The benefits are payable to age 65, when the normal retirement pen- 
sion becomes effective. Additional disability benefits have been added 
to some life-insurance contracts, but, in these cases, payments made 
for disability reduce amounts of survivors’ benefits; in a few instances 
a residual amount of $500 is earmarked for survivors. 


SOURCES 


Fagin, I. D., M. D., Miller, Myrtle, R. N., and Fisk, Bernice: The Health 
Institute of the UAW-CIO. Public Health Nursing, 38: 466-469 (September) 
1946. 

Health Institute of the UAW-CIO: The Health Institute of the UAW-CIO, 
1946. 

U. S. Congress, Joint Committee on Labor-Management Relations: Labor- 
Management Relations Welfare Funds (Report 986, part 4). Washington, U. S. 
Government Printing Office, 1948. Pp. 53-57. 

Correspondence and personal interviews. 
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Union Health Center* 
Imternational Ladies? Garment Workers’ Union 


33 Harrison Avenue 


Boston, Massachusetts 


This is a diagnostic group clinic which opened on May 
15,1949. It provides diagnostic and optometric services 
to about 15,000 members of the International Ladies’ 
Garment Workers’ Union (A. F. of L.) in and around 
Boston. Dependents are not included. It is financed 
from union health and welfare funds obtained under col- 
lective bargaining agreements. Operating costs for the 
program, including sick benefit certification, in 1952, were 
about $5.60 per person eligible for services. 


The wartime controls, limiting wage increases but permitting cer- 
tain types of fringe benefits, stimulated the locals to secure employer- 
financed health and welfare funds. In 1944 the International Ladies’ 
Garment Workers’ Union convention adopted a resolution urging 
unions to bargain for pooled health and welfare funds. 

BASIC OBJECTIVES OUTLINED BY PLAN 

The center was set up to give the following four types of exami- 
nations: 

1. A complete annual diagnostic examination. 

2. An annual eye examination. 

3. Special procedures at the request of the family physician. 

4, Examination for certification of sick-benefit claims. 


ELIGIBILITY 
_ All members of the 26 International Ladies’ Garment Workers’ 
Union locals in the Boston area are eligible for the diagnostic and 
optometric services at the center. Members must have belonged to 
the local for six months. Dependents do not receive benefits. 
MEMBERSHIP 7 | | 

There were approximately 15,500 ILGWU members during 1952, 
an increase of about 3,000 over 1950. 

Most members work in smal} shops and the industry is characterized 
by seasonal employment. 
METHOD OF FINANCING AND COST OF CARE 


Method of financing—The building which houses the center was 
purchased jointly by the Boston joint board and the northern New 


- *Philip Kramer, President and Chairman, Board of Trustees; Mary Levin, 
Treasurer ; Joseph H. Kaplan, M. D., Medical Director. 
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England district council in 1947 for $315,000. The space used by 
the center was equipped and air conditioned at a cost of $173,000. 
Funds for purchasing and equipping the building were contributed by 
the locals. 

The health center operation is financed from the locals’ health and 
welfare funds secured under collective bargaining agreements. EKm- 
ployer payments to the funds equal 2 percent of payrolls. The health 
center receives from the locals amounts equal to approximate costs. 

Operating costs—Costs of operating the health center were about 
$75,000 in 1952. Physicians’ fees and salaries of ancillary personnel 
represented about 55 percent of the operating costs. 





Item 1962 Item 1952 
Topalivs: ieee Fe eee $74, 685 | Medical supplies and equipment___-......-- 7, 571 
AGmiInistPations. 5.22252 sce Seeee ssa see eee 7, 418 
Staff physicians’ ifees = 5: 2220s. 4352 ees 28; 7021) Depreciation. 43425 523 23 eit ees : 
X-ray consulliguibies so eee oe Se te 2. IS3u Others... 222. saccharate 14, 657 
es ae personnel: 
CE RE 2 a SAO EE ee te 3, 807 
sis a oor laboratory technicians-..--- 7, O11 


Average cost per member.—The average annual cost per member 
in 1952 was $5.64 including the cost of sick-benefit certification. — 

Among the locals the cost per member-patient ranged from $8.96 
to $32.66. 

Payments to. ae shee —During 1952 physicians on the staff of te 
health center received $28,702 and a consulting radiologist received 
payments of $2,183. oe are paid on an hourly basis; the min- 
imum hourly rate is $7. 


SERVICES PROVIDED 


Diagnostic and optometric services are provided at the health cen- 
ter. Services are available only by appointment. The findings are 
sent to the patient’s personal physician if medical treatment is indi- 
cated or if the services were provided on the physicians’ request. 

Diagnostic services.—Each patient is seen by an internist who 1 is 
responsible for requesting any special procedures and who summarizes 
the recommendations and makes the final report. The standard diag- 
nostic examination, given annually at the patient’s request, includes: 


Complete history and physical examination by internist. 
X-ray examination of chest, 14 by 17 film. 

Urinalysis. 

Complete blood count. 

Sedimentation rate by Westeperes method. 

Blood serology. 


In addition consultations may be requested by the internist in any of 
11 other specialties: radiology, surgery, orthopedic surgery, thoracic 
surgery, gynecology, proctology, urology, ophthalmology, dermatol- 
ogy, neuropsychiatry and otolaryngology. | 

Eye examinations are provided annually at the request of sis 
patient. , 
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If no abnormal findings are present a note to that effect is mailed 
to the member, but if abnormal findings necessitating treatment are 
present, these together with all the recommendations are sent to the 
family physician for his disposition. At the same time a note is sent 
to the member indicating that a condition is present which requires 
treatment and that the findings have been forwarded to his doctor. 
In the event that the patient has no family physician, a letter is 
sent to that individual indicating the necessity of selecting a physician. 

Ancillary services—The internist may request any procedures, in 
addition to those contained in the standard examination, necessary 
to complete the diagnosis. Such special procedures include X-rays, 
basal metabolism, electrocardiograms, audiometer tests, blood chem- 
istries, examination of sputum, feces, gastric contents, and special 
smears. 

Cooperative services—Upon the request of the family physician a 
member may have any laboratory procedure, X-ray examination or 
consultation. A report of the findings is sent to the family physician. 

Other medical services—The by-laws of the health and welfare 
funds indicate that each member applying for sick benefits shall be 
examined at the discretion of the medical authority. 

Glasses are provided at special rates; members receive $5 for lenses 
through the union’s health and welfare program. 

Transportation costs for two trips paid only to members who reside 
outside greater Boston (35 to 100 miles). 

Services not provided.—No medical treatment is given. 


FACILITIES 


The center occupies 6,500 square feet in the eight-story building 
owned jointly by the Boston joint board and the northern New Eng- | 
land district council. The building is in the center of the garment 
district. There are six double examining rooms and special rooms for 
services in otorhinolaryngology, ophthalmology, gynecology, urology 
and proctology. The available diagnostic equipment is comparable to 
that of a small hospital. 

The health center is open all day, on Mondays through Fridays, 
and some medical personnel is on duty, but the actual clinic sessions 
are from 5 p. m. to 7:30 p. m. daily except Wednesday and from 10 
a.m. to 12:30 p. m. on Saturdays except for every other Saturday 
when the sessions run from 9 a.m. to2 p.m. These hours are selected 
to minimize time lost from work. The rest of the day is used for 
special procedures and examinations. 
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Administrative staff—tIncludes a full-time executive director, a 
part-time director of public relations and 3 medical secretaries, 2 of 
whom are full time. 
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Professional staff —Includes a part-time medical director who av- 
erages about 20 hours a week. There are 34 part-time physicians in- 
cluding 11 internists and 23 physicians representing 11 other 
specialties. 

In addition to the staff physicians, the center employs a clinic 
supervisor who is a full-time registered nurse and who is responsible 
to the medical director for the coordination of all the clinic activities; 
a part-time registered nurse; a full-time X-ray technician; a full-time 
laboratory technician; and a part-time attendant who assists the 
supervisor. 

Physicians’ hours.—Generally three internists are present during 
each clinic session and the other specialties are scheduled for varying 
numbers of sessions depending on the demand. A regular clinic ses- 
sion is 214 hours with a double session on alternate Saturdays. See 
table 1 for a schedule of clinic sessions. 


Table 1.—Total number of scheduled hours and number of physicians on duty 
each week, Union Health Center, Boston, 1952 


Number of physicians at center 
Total | Number 
Department scheduled! of physi- 
hours ! cians Mon- | Tues- |Wednes-| Thurs-| Fri- | Satur- 
day day day day day day 


————_— |__| | | | 


Internal medicine.-...-.--------- 40 ll 3 Oi ae 3 3 3 

ViCimet fa otek oes eee eee 10 4 1) 5.20% loeeeee Ss 1 1 1 
Gynecology s2s=+ = s23425--5--.- 8-10 5 5 ees Ste Eee ee i 21 1 
Proctology.. 202. 20. easesasee ss 2% 45 a Pe i. Ute ets. Jesh cee eee eee 
Ear, nose, and throat.......----- 5 3 Petes eectsesecees i reat Pete 
General surgery ----------------- 2% Uy Pees ee ea Ee | oy a gee i aed s 
Orthopedic surgery-..----------- 2% 2 | 2 ee ere Ree eee |e REY oe ee 
Urology <2 226s. 2s coe 0-5 7 ee es rt GC) ae es 24 oe ae 
Neuropsyehiatry.. ......-.------- 24% 1 : i Eee Pena (Margene FAN oY nO) 4 ce! oe F 
Rad@iologyss.. . tes. tees. e528 5 i eee aera Miles = we bono Fe ee 
"Mhoracic: surgery: <+-->-+- 222-6. () Sith Sox. Cyt jecee cecal. capi cress shee 

Si] Se OE Ue I ROE RS ES A 2% 1 a Se ee ae 8 SS ee pees ee 


1 Estimated.. Assumes each physician is present for full session, 2}4 hours, except on alternate Saturdays 
when internists’ sessions run for 3/4 hours. 

2 Scheduled on alternate weeks. 

3 When necessary physician comes in for session. 


Source: Union Health Center: Boston, 1953. Unpublished data. 


The internists see about 4 new patients during a session. The 
average number of patients seen by other specialists ranges from 4 


to 14. 
Average number of patients seen during each regular clinic session 


by specialty is listed below. 


Average Average 

number number 
of patients of patients 

per per 

Specialty session Specialty session 
Intermalbsmoedseiie. <2. os65- 225 ote esse 1d PPOOUCIORY 5 ccna ~ eae Uc coe em eee 4-7 
Radiology. 5....co<teecce seta. 22 cease SOM OTOlOSY sae nae eee Set ek ee eee ee ee 5-7 
DUNE ORY Sete tine cesta Pee ne ee 2 ee Upto: 8h Ophthelmolos yes. == =- saan ee ee 8-12 
Orthopedicisungenyes-eee— s.r 5-83! Derma tologye: sb. 38 se ee eee 4-8 
‘Thoracicisureerys fee 3220 co. 2. See (3) Neuropsychiatry 22232... 2s 222555 vee te 4-6 
Giymecologiy Suse ac foe oh ne ee 6-14 |: Otolanymeology.- one 2 es eee 6-8 


1 New patients. 
2 Fluorograms taken and read. 
3 No regular sessions. | 
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Qualifications for physicians.—Physicians are selected by the medi- 
cal director. Specialists are required to be board certified or have 
equivalent qualifications. 


UTILIZATION OF SERVICES 


Persons receiving care.—From the time the health center opened 
through December 1952 (4314 months), 6,194 members have used the 
center. During the calendar year 1952, 3,843 members or 24.7 percent 
of the eligible persons received diagnostic services. Sick benefit cer- 
tifications were made for an additional 49 members. 

T otal services provided.—During the time the health center has been 
in operation, the 6,194 patients have made 29,561 visits to the center 
and received 79,956 services. Each patient made, on the average, 4.8 
visits and had 12.9 services. During 1952, the 3,843 patients received 
23,534 diagnostic services, 1,570 services per 1,000 eligible persons. 

Services provided by medical departments—During 1952, patients 
made about 9,070 visits to physicians, or about 605 visits per 1,000 
eligible persons. Of these visits, 5,100 were to specialists other than 
the center’s internists. Of the 5,102 referrals to specialists, visits to 
the gynecologists and eye specialists each accounted for more than 10 
percent of the total. Table 2 shows for the years 1949-52, the number 
of referrals to each specialty. 


Table 2.—Number of patients referred to specialists, Union Health Center, 
Boston, 1949-52 














Specialist 1949 1950 1951 1952 

RO Gale cee sere ear ns ea cee eee es somes a rence saeeoes 2, 598 8, 984 4, 843 5, 102 
VOM oo Se SSS ESS SSS SE BS SES SS See SS SSS ess SeseSsEsa5 24 16 19 22 
PD GEIMALO OLN ae tee tn Sao en See eh esos. eb eo, aie 136 144 203 176 
ee ee ee en aa Se 931 1, 533 1, 623 1, 696 - 
CSO SL SE a ee a ae Se 514 1, 034 1, 472 1, 679 
INKCHEO PSYC MIA eos an a ae set en ah oe ee orc ocwtaee assent 89 122 191 i71 
Wake MOSS, AMG UANNORG: & 02 2 P28 E cena Seana deneen~sdeseenes 370 463 449 447 
@rhnopedlese s+ aaa See eB a ees Se. 2 SS ss 157 257 299 312 
I EEROO IO OR See ee eee ee EE ee ne eee eee 132 134 194 240 
SS CU ae ee oe a aw wo = ee 172 165 237 224 
AM TGLONO OG DIES Ne ee ee ee ee ee eee ee een eee eee 5 45 
WUPTolosy-=2- == SS SE a ee ee ee eee 73 66 151 90 


Source: Union Health Center: Boston, 1953. Unpublished data. 


Services provided by ancillary departments.—The center made 
nearly 3,700 X-ray examinations during 1952 in addition to about 400 
fluoroscopies. Chest X-rays, included as part of the initial examina- 
tion, accounted for about 75 percent of all X-rays. The laboratory 
department did about 10,000 laboratory procedures during the year. 
Ancillary procedures are shown in more detail in tables 3 and 4. 


ADMINISTRATION 

_The three directors outline the policies of the center, subject to the 
approval of the two-member board of trustees. The directors are 
the executive director (primarily responsible for the business admin- 
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Table 3.—Number and type of X-ray forrieet: Union Health Center, Boston, 
19 











= Number hey of 
ume | per 1,000 um- | per 

Type of service hee eligible Type of service fae eligible 
persons persons 

Total X-rays_...........- 4, 413 294.2 || Gastrointestinal............---- 231 15. 4 

I. V. pyelograms_._..--...--... 52 3.5 

Barium enemas..<.-.2..2.2 2282 113 oda Kew. teens Sho. Se eee ee 47 3.1 

BONCr J2304 aoe. Pee ee osetee 382 25. 5 Sid. Thole Silt Ori 58 3.9 

Chest=2 22-32-44 2 er ee 2, (13 SOS Oi) Skil ee ce ee Fa ea be 38 2.5 

Fluorograms:..:. 227-2 =- acces 389 2559 THiS pines: steer Tee: ee er tS Sk 195 13.0 

Gallbladdersce.<-. .2s528--85 169 12.3 )) Miscellancous_.2:2--iese22..ce_ 26 1.7 


Source: Union Health Center: Boston, 1953. Unpublished data. 


Table 4.—Number and type of laboratory services, Union Health Center, 








Boston, 1952 
* ha - Number 
um- | per um- | per 1,000 
Type of service her eligible Type of service ber eligible 

persons persons 

Motale- . See Tees 110, 410 1694.0 || Sedimentation rate_._.........- 2, 466 164. 4 
———-_——|| Smears_.__......-.....-...----. 1 0.1 
Blood chemistry and sugars. --- 394 26)/3ell| sSpucum: 6227.28 2 ee 39 2.6 
Differential count...-...---.--- 2, 469 164.464 Stool. fs. 3% «coco kano eceenS 42 2.8 
Gastric analysis...-.....-.--.-- 3 O22) Urinete. 22)t ccc etek dae 2, 562 170.8 
Hemoglobin: 2.2. 2.52288 25- 2, 481 165.4 || White blood count.__.._...._.-. 2, 471 164.7 
Hinton (taken only)--......---- 2, 273. 151. 6: || -Miscellaneous..-._2.2222.52.-.2 133 8.9 

Red blood count.....-...----.- 2, 480 165.3 


1 Kach “‘complete blood count’’ (made 2,468 times) counted as 1 service in totals, and 4 services in sub- 
totals. Subtotals therefore add to 17,814 services or 1,188 per 1,000 eligible persons. 


Source: Union Health Center: Boston, 1953. Unpublished data. 

istration), the assistant director who serves as director of public rela- 
tions, and the medical director. The medical director’s duties consist 
of supervision of the entire medical program and personnel, reviewing 
all records, dictating all records with positive findings that are to be 
sent to the family physician, processing of sick-benefit claims, attend- 
ing all pertinent meetings and conferences. 

RECORDS AND RESEARCH 


Results of all examinations are centralized in the patient’s file. All 


diagnoses are coded according to the Standard Nomenclature of 
Diseases. 


OTHER HEALTH AND WELFARE BENEFITS 
Hospitalization—$4 a day for up to 30 days in each year. 
Surgical—$50 maximum during the year plus $50 for maternity 
cases, 
Tuberculosis—$250. 
Retirement—$50 a month in addition to OASI benefits. 


Sick benefits—$10-12 a week for a maximum of 10 to 13 weeks rh 
year. 


Life insurance—$1,000 after 2 years’ membership. 


SOURCE 


Correspondence and unpublished data, Union Health Center, Boston. 
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Medical care for ambulatory patients 


American Federation of Labor* 
Medical Service Pian of Philadelphia 


Franklin and Thompson Streets 
Philadelphia, Pennsylvania 


This is a group medical practice plan established in 
1951 through the sponsorship of the Central Labor Union 
of the American Federation of Labor, with the support 
of its affiliated locals. A medical center provides health 
and medical services to ambulatory patients, serving only 
members of participating locals and their dependents. 
On March 1, 1953, 18 locals had enrolled 17,958 persons, 
including both members and dependents. All costs are 
defrayed by funds provided through collective bargain- 
ing agreements or agreements with employer associations. 
Average cost per eligible person per year in 1952 was 
about $14. 


The program represents the culmination of 6 years of planning 
by the Central Labor Union of the A. F. of L. in Philadelphia for 
a medical center which would provide its members with preventive 
service and medical care. ‘The original stimulus came in 1946, when 
the Central Labor Union called a meeting of affiliated locals to dis- — 
cuss the project. Interest continued to grow, and the first step to- 
ward the establishment of a health center for organized labor was 
taken early in 1951, when the Luggage Workers, local 61, put up $20,000 
for this purpose. Other locals agreed to participate, and under the 
sponsorship of the Central Labor Union, the program was developed. 

Funds for modernizing and equipping the center were obtained 
through loans from builders, hospital equipment concerns and others, 
since the participating unions had accumulated no funds for this pur- 
pose. Current expenditures represent the combined resources of in- 
dividual local unions whose collective bargaining agreements with 
their employers provide for medical center services from health and 
welfare funds. 

The center opened in April 1951 to provide services to three unions 
having a total of 3,000 members. Participating unions were: Luggage 


*Joseph A. McDonough, Chairman; R. Ralph Bresler, M. D., Medical Director ; 
Isidor Melamed, Executive Director. 
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Workers Union, local 61; Painters’ District Council, No. 21; and Meat 
Cutters, local 195; six additional unions joined during the first year 
of operation, making the center’s membership at the end of the first 
year in excess of 9,000. During the second year both the number 
of participating unions and the membership at the center doubled. 

In June 1953 the organization received a charter under the non- 
profit corporation law of the State of Pennsylvania. 


Basic OBJECTIVES OUTLINED BY PLAN 


It is the purpose of the American Federation of Labor Medical 
Service Plan of Philadelphia to provide adequate medical care for the 
members of organized labor and their immediate families. It is the 
purpose of the plan to effectuate this objective by understandings en- 
tered into between the various local unions affiliated with the American 
Federation of Labor. Such local unions must as a condition precedent 
contain a health and welfare clause in their collective bargaining 
agreement. 

The American Federation of Labor Medical Service Plan of Phila- 
delphia shall be divided into two parts: 

1. Basie services, which shall provide all necessary medical and technical 
departments to take care of ambulatory cases. All affiliates must subscribe 
to this part of the medical service plan. 

2. Extended services, which shall provide hospitalization, surgery, convales- 
cence, etc. These services are not obligatory for affiliates, but they shall be 


instituted if and when a group of unions representing a minimum of at least 
10,000 workers will decide to do so. 


ELIGIBILITY 


Eligibility is limited to members of participating unions and their 
dependents. Each union determines eligibility requirements for its 
afiliates so variations are found from one union to another. Each 
participating union is required to enroll for 3 years, the contract being 
renewable yearly thereafter. 

Unions may qualify for participation in the plan if they fall into 
the following categories: 


1. All A. F. of L. unions in Philadelphia area that represent, by contractual 
relations, the workers of a given industry. 

2. All A. F. of L. unions in Philadelphia area ee sapresenk: by contrac- 
tual relations, a craft or only part of the workers in a given industry, 

3. All A. F. of L. unions in Philadelphia area that represent, by contractual 
relations, individual shops, factories, or mills, provided that all workers of a 
given bargaining unit are affiliated with the plan. 

4. Unions having agreements with governmental agencies—Federal, State, or 
local—are excluded from above provisions, but may be accepted in the plan 
by special arrangements entered into between them and the general committee. 


MEMBERSHIP 
Average annual membership.—During the fiscal year April 1951 to 
March 1952, an average of 6,038 persons were eligible for benefits. 
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Only the staff of the Central Labor Union office, members of Luggage 
Workers, local 61, and their dependents, members of Painters’ Dis- 
trict 21, and some members of the Meat Cutters, local 195, were 
eligible for care during the entire fiscal year. In the second year 
(April 1, 1952, to March 31, 1953), average annual membership was 
13,819. 

Total membership—During the first 23 months of the center’s op- 
eration (April 1, 1951, to March 1, 1953), the membership increased 
from 3,000 persons to nearly 18,000. Dependents now represent more 
than one-third of the total membership, although they are covered 
by only 5 of the 18 participating locals. 








Number of Eligibles 
Year 

Total Members | Dependents 
AUD Eee ah OL ee ee Se ene iene er Eek hs eee Tee oe Sees ae ote eee 3, 000 NA NA 
eg A UN! ios Sie = aes 2 es eee ee CLES Oe ee ee ae ee So are ae 9, 009 8, 109 900 
(WEIS Th OG OS ae ES ae Se a ot ee a Se) ae ee ee 17, 958 11, 278 6, 680 

iLucsace Workers local Gl... S22 22 ue fence bigest eA 620 200 
Nene aGreic, OCA Ge =! ae Sanco esse lose bee duscklwusese 2, 700 2) ae eee ee 
Phrdners WmiowmeahG002ce . <2. suey. heel eo. eer ss. Se 2ek 3, 964 1, 416 2, 548 
Coumser Workers local 22 Jo. 2.6. te Saw eee ca keecdauscteal 452 140 312 
eommstonc= ion, jocal 463<- 25.4 22 . 52 ees oe oe cseees kk 225 DD alee nee Ska 
Building Service: Union, local 69u..222 = 2 ok hee ck de 2, 200 1, 300 900 
Bakery and Confectionery Workers, local 492_._.........--...-.- 85 Sp anes pees 
Bakery and Confectionery Workers, local 429_....__.....-.__---- 1, 216 TL 21Gel2esfekocee os 
ASterers local -Smnrwinws | Seen 8 pe eek Seek ees 362 86 2a) Ss fos4_ sss 
Sat ince Serva Ce, OCA 202. ees ck. se rash no oak ee ee ee ee 80 eK) ae ae 
Sugar Refinery, local 1648__...._..._ oe eG re res SEE chee aos 770 (a Nee eek A 
United Garment Workers, locals 140 and 75___..._--._--._-.---_- 312 SIDE en ee 2S 
Machinists lode sl mares: enters. eve 22 et et eee 25 Diao ee oe on a 
HnemeMneanGdsOuers. }OCAl: 4/82 accede ne Sees 27 Die |Seeee eae 
Weadow,-Cleaners, local 125s. 2 = . 524.2 seosoek - setae eeseeee no. us 206 200s\asees 25 Ss 
iBakery-and Confectionery, locali6. 85. sous. 20.55. ease nccue 214 pe re LS a 
iPainterseMistrict Coumneile2l.- 2... 2 ene es. ee 3 ase 4, 500 2, 000 2,500 


METHOD OF FINANCING AND COST OF CARE 

Method of financing. —The initial expenditures for modernizing and 
equipping the center (provided rent free for the first 8 months) 
amounted to about $126,000, including $10,000 for X-ray equipment. 
No funds had been accumulated by the unions for this purpose. 
Rather than postpone establishment of the center until the locals were 
able to build up funds, the necessary money was secured through loans 
which are now being repaid. Additional expenses for facilities and 
equipment have been financed from current income. 

Total cost of facilities and equipment during the first 2 years of 
operation : 





LCE SS ete ee ae ee Ce eee ene” Se eee $163, 000 
uemroacuie sy os I 20L ()0 Fee a yO Vole Ls 59, 000 
<Mavecduipimentsss. 22. Sree eet Po Serle sw Fh 34, 000 
Othner medical equipment .2 ff. to ee eee be 43, 000 
PUPMC CTS ANG TRUCE eo ee i 23, 000 
Se ene eee ee ee oe 4, 000 
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Funds for operating costs are derived from a per capita amount, 
assessed for each member. The per capita amount is determined 
annually by the general committee and is the same for each of the 
participating locals. After further experience, a different system of 
payment may be set up, based either on a per capita cost or on the 
volume of services provided by the health center to members of each 
union. 

Annual per capita payments during the first 2 years of operation, 
April 1, 1951, to March 31, 1953: 


Single workers...) ceed opelece nore, Ve pend ee ad $15. 00 
Couple or single worker and 1 dependent___________--- 30. 00 
Family, regardiess of sive... 0-24 Sadoeesecsuce 37. 50 


Dependents not covered by the plan may receive X-ray, laboratory, 
and other technical services at cost. 

In most cases, the per capita assessment is paid from the locals’ 
health and welfare funds secured by collective bargaining agreements. 
There are, however, a number of affiliated unions which do not have 
health and welfare funds but have agreements with the employer as- 
sociations whereby the employers either make payments directly to 
the center or to labor-management trustees, who in turn forward pay- 
ments to the center for these groups. In some instances, agreements 
are made between the unions and independent employers for payment 
to the plan through a labor-management trustee. 

In order to assure stability of the plan, the general committee is 
authorized to provide for a reserve equal to the cost of 3 years of 
operation. In times of crisis, the executive board may waive part 
or all of unions’ contribution. 

Operating costs.—Because of the rapid expansion of membership 
(a 500 percent increase in 2 years), a change in the accounting period, 
and other related reasons, detailed data on operating costs are not 
available. Total operating costs for the year April 1, 1952, to March 
31, 1953, were $197,000, broken down as follows: 


WOUQl: 2 20..et 200 es ee la es eee oe $197, 000 
Payments ‘to physicians. cosh eos a ee 52, 000 
Salaries, ancillar yapersennels2ui.d are ue. Luce cee ae - 33, 000 
Admvinistrative salaries ac. ten sound vce Shree bears ee ie ene 16, 000 
Medical equipment, furniture, replacements and repairs_-._....----- 23, 000 
Medical supplies, building maintenance and rent_-.-_------------- 30, 000 
Debs PayMeitesu cs «so swses ote decease eae ee eee 25, 000 
Other (printing stationery, telephone, taxes, etc)._-.---.---.------- 18, 000 


1 Excludes executive director who serves without pay. 

During the fiscal year 1953, payments to medical and technical per- 
sonnel accounted for about 43 percent of the total expenses of the 
medical center, and repayment of debts incurred for remodeling and 
equipping the center accounted for another 13 percent. 
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The center pays rent of $4,000 per year; during the first 8 months, 
space was provided rent free. 

Average cost per member.—A bout $14.26 during the fiscal year 1953. 

Payments to physicians.—The physician employed at the medical 
center on a full-time basis is paid an annual salary of $7,500. Part- 
time physicians are paid $13 for a 2-hour session. During the fiscal 
year April 1, 1951, to March 31, 1952, a total of $24,000 was paid to 
physicians, and during the following fiscal year, physicians received 
$52,000. 

SERVICES PRovIDED 

General medicine and specialist services, including a complete phys- 
ical on the first visit to center and periodically thereafter upon request, 
are provided to ambulatory patients. The initial appointment for 
the patient is made through the union office, all subsequent appoint- 
ments being made by the patient directly with the center. 

General medical and specialist care.—The patient is assigned to an 
internist during his first visit to the center. This internist is respon- 
sible for performing a routine physical checkup and for requesting any 
specialist, diagnostic, or technical services he considers necessary. He 
acts as personal health advisor to the patient throughout all subse- 
quent visits to the center and coordinates the findings of specialists 
and technicians. Specialties include: internal medicine, gynecology, 
eye, ear, nose, and throat, gastrointestinal, proctology, minor surgery, 
skin, psychiatry (added September 1951), peripheral vascular, 
pathology, diabetes, pediatrics, chiropody (added August 1952), car- 
diac, metabolic, endocrine, allergy, orthopedics, neurology, urology, 
and radiology. 

Ancillary services.—Diagnostic X-ray, all standard laboratory pro-. 
cedures, electrocardiograms, basal metabolism, physiotherapy, au- 
diometry, and oscillometry. 

Cooperative services——Center will perform preemployment exam- 
inations upon request of the union or the employer. Upon special 
occasions, for example during a flu epidemic, the center staff has gone 
into the shop to provide immunization services and special X-rays and 
examinations for exposed workers and dependents, regardless of 
whether the union had family coverage. 

Upon written request of the family physician, the center provides 
technical services at cost to dependents not covered by the plan and 
forwards report to physicians. 

Other services.—Drugs, eyeglasses, and various appliances are pro- 
vided through outside facilities at reduced rates. 

Services not provided.—Dental care and physicians’ services in 
home or hospital as part of plan. Where patient has inhospital medi- 
cal and surgical coverage through Blue Shield or insurance company 


and elects to receive care from a physician on the center’s staff, the 
physician accepts insurance indemnity as full payment for his services. 


FACILITIES 

The center occupies the first floor of St. Luke’s and Children’s Hos- 
pital Building. It covers about 10,000 square feet. Its quarters have 
been remodeled and equipped with modern facilities. 

The center is open from 9 a. m. to 7 p. m. Mondays through Fridays 
and from 9 a. m. to 1 p. m. on Saturdays. 

STarr 

Administrative staf.—As of March 1, 1953, the medical center 
had 6 full-time persons, a part-time executive director, and 2 part- 
time clerks. The full-time staff included 3 secretaries (of these, 1 
is a medical secretary and another compiles statistics), 1 appointment 
clerk, one telephone operator, and 1 clerk. 

Medical and ancillary staff—On March 1, 1953, the medical center 
had on the staff 29 part-time physicians and 1 full-time physician in 
addition to the medical director. The center does not have any gen- 
eral practitioners on the staff; the usual functions of general practi- 
tioners are performed by internists. The full-time physician and five 
of the part-time physicians were internists. The other physicians rep- 
resent various other specialties. 

The center employed a full-time nursing staff of 5, including a 
nursing director, 3 registered nurses, and 1 practical nurse. In addi- 
tion, the center had on the staff 2 full-time laboratory technicians and 
2 full-time X-ray technicians. 

Qualifications for physicians.—Staff specialists are selected on the 
basis of their professional qualifications, experience, special training, 
and their standing in the community. Most of the staff is board quali- 
fied, and those younger men who have not passed their specialty board 
are either board eligible or working toward that status. Chiefs of 
departments are generally board qualified. 

Physicians’ howrs.—Physicians in all the specialties provided 4,126 
hours of service during the year ending March 381, 1952, or an average 
of 683 hours for each 1,000 eligible persons. Over 88 percent of all 
hours of service were provided by physicians in general medicine, and 
another 13 percent, by radiologists. Pediatric services accounted for 
the smallest percentage of physicians’ time, reflecting the small num- 
ber of dependents covered. ‘Table 1 shows, for each specialty, the total 
number of physicians’ hours and the number of hours per 1,000 eligi- 
ble persons during the fiscal year. 


UTILIZATION OF SERVICES 


Persons recewing care-—During the year April 1, 1951, to March 
81, 1952, 1,713 persons visited the center. The 1,713 patients repre- 
sented 28.4 percent of the average monthly membership. Those union 
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members who were enrolled for a full year used the center somewhat 
more frequently. Table 2 shows, for each of the seven locals affiliated 
with the plan for 1 month or more during fiscal year 1952, the number 
of members enrolled, the number receiving care, and the total number 
of visits to each department. In the unions whose members belonged 
to the plan for a full year, about 1 eligible in 8 visited the center during 
the year. 

Total services provided —The 1,713 persons who used the center 
during the year made 16,388 visits, an average of 9.5 visits per patient 
and 2,706 visits per 1,000 eligible persons. Of the 16,338 visits, 10,600 
were to physicians. Nearly 13,000 services were provided by the tech- 
nical department, or about 2,100 per 1,000 eligible members. 

Services provided by medical departments—AlII1 physicians’ visits 
totalled 1,754 per 1,000 eligible members. More visits were made to 
the departments of general (internal) medicine and injection therapy 
than to any other. There were more than 700 visits per 1,000 eligible 
members to the general medical department and 350 visits per 1,000 
eligibles to the injection therapy department. The eye department 
gave an average of 1 service to each 10 eligible members. Table 3 
gives the total number of visits to each department during the year 
and the number of visits per 1,000 eligible persons. 

Services provided by technical departments—During the year 1951- 
52 the following services were provided : 


X-ray department: 


Niven iol cOnyiCcst iy) 2 a Fiber i pe tl ee eS 2, D3T 

Numi ber-of-visits-tordepartment s2n22ues ooo es wun 1, 991 

iNuumber Gf Mimsiised: ... ise _.) sun J es ek sees 4, 508 
Laboratory department: 

NGUEMOraGt SChiteet a6 sed Joo ee ee le ee 7, 907 

Number of visits to;department: «4 su. 222 5 Se eek} 1, 693 
Physiotherapy department: 

INmmmver Or cemmlces. 2... 2.5.0 85. It eect 1, 668 

INumiber- of visits to- department... 2... 0 229-522 es 1, 536 
Dicerecaraiocnews 0.) 5 9. 8 ee eerie 402 
PEG) OE ee Se Sa, OR ie > Seen Se; Came: ae eee ae ee 70 
Tan) MICt AD ONG fe 8 ot 8 ed Phe oo bien ei be we oe 53 


Each 1,000 eligible persons received 420 services in the X-ray 
department, 1,308 services in the laboratory department, and 276 
services in the physiotherapy department. 

Table 4 presents a detailed breakdown of type of service provided 
at the center in each of these three departments. 


ADMINISTRATION 


Title to all funds and other assets is vested in the plan as a trust, 
with no employee, employer, or union having any right, title, or 
interest thereto. 
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Table 1.—Physicians’ hours, by specialty, A. F. of L. Medical Center, 
Philadelphia, April 1951—March 1952 


Number of hours Number of hours 
Specialty Anyannee Specialty uy 
per 1, per 1, 
Total | ‘oligible Total | ‘eligible 
persons ! persons ! 
All physicians_........--- 4, 126 G83 li Utology =. Ms 2 2s. eee 102 16.9 
—_—_— | || Alllergy-..-.--.-----.-------.--- 98 16. 2 
General medical__..........---- 1, 586 262.7. BROCtologyias.. % 5 <-2 55 se 90 14.9 
Radiology os sk ee eee 520 S601 | Minorsureery.. 2.202 -e eee cee 62 10.3 
Gastroenterology_.....--.------ 275 AS. (5, ||| Pathology § = e506 8 ae 52 8.6 
Orthopedics 22.2. ose on 265 43-9" ||| INCUTOIORY=2-~2sco cen see amore se 48 7.9 
f'n ea en aw A Tae 246 40.7 || iabetes:..¢ dee asa ee 46 7.6 
Ear, nose, and throat__...._.--- 193 32:0 1; Gynecology... -...-...22.-.-..22 40 6.6 
Physiotherapy... ---==-----_- 188 31.1 || Peripheral-vascular_..__.......- 19 3.1 
Dermatology_.......- BSNS 18k 136 22.5 | Endocrinology 2.22 -—- 6222882 16 2.6 
Cardiology: 42% 2... 5 ee 131 21.7 lee GGiattiCSe oc a ee 13 252 





1 Based on the equivalent of 6,038 members eligible for entire 12-month period. 
Source: A. F. of L. Medical Service Plan: Philadelphia Labor-Medical Story. Philadelphia, (May) 1952. 


Table 2.—Annual number of patient visits classified according to union affilia- 
ree A. F. of L. Medical Center, Philadelphia, April 1, 1951—March 31, 
1952 





Number of visits by union members 


ae All . Building 
Type of visit unions | Luggage} Painters} Central | Meat | Team- | Plumb-| service 
workers | district | Labor | cutters sters | ers local | employ- 
local 61 21 Union | local_195 | local 463 690 ees local 
69 


ee ee | ee | [| | | | | 





Number of members en- 


enrolled t= 5 Us 9,009 | 21,200] 1,500 11 | 33,400 4248} 81,150! 61,500 
Number who received care-- 1, 713 457 480 4 545 31 148 48 
AMIPVISI(SS = ceec st cece 16, 338 4, 216 4, 784 5, 507 1, 246 247 289 34 
Medical departments: 
General medical_...-.... 4, 295 1, 067 1, 232 11 1, 516 74 314 81 
Gynecology... 2..2.2122 118 61 LiF > ee a 10) 5; A Rao eee Ne Se) 2 
WV Oso. oe eee 649 199 158 2 212 6 61 21 
Ear, nose, and throat____ 595 148 1635s eee ees 225 4 59 6 
Gastrointestinal__.__.__- 223 78 Soalcetes 2aeu 49 3 9 1 
Skea jet Ss ts 506 73 13 73|= eee 177 4 9 6 
Mndoerine:.....5.2-.5-5- 10 IO Wsccuadeeal eso ken ee Sa ee | ee eee 
Minor surgery_.--.------ 168 23 55: | 228 eee 73 2 13 2 
Orthopedics. -.......---- 589 164 237 2 143 i 30 6 
iProctologysss. =.2 so 5-58 330 94 OO cree 111 3 26 4 
Injection therapy-_.._.--- 2, 120 649 HOG sc teak Le 715 1 150 9 
NOOCVisos BAe. eae 322 93 106 2 100 11 8 2 
Oardiacsase cece ee 177 59 10% ok pai eb ee 45 4 11 2 
iDiabeties . ssesec: 2s% es 59 13 16sS. 30) |. Se eee ee el eee ee 
Pedigtric... os eeeces 36 SO. lnc. o cocwe eee wececle ee centee| ee aeeaee nee ene 
Peripheral-vascular_..._- GBs 44 1 D1. pees sa So See ae 
Newrology 2. o5.-.-.c.-<e (2g eS 5) | Sey Pa ene ee 6 2 
AIG POs oe xe tt re 286 86 ron eee 85 3 21 2 
Technical departments: 
Audiometer = 22-22-52. 70 19 193) 2a eee kee Zo ueaaweees 8 1 
Basal metabolism _-_-_-_-_- 53 13 AS See ee 19 3 bi|etheeal. 
Physio-therapy_-.-..-.-- 1, 536 428 Aa: Saw ee 446 31 139 17 
Electrocardiogram___._.- 402 79 126 2 127 12 44 12 
Laboratory s...-2<-cen5- 1, 693 362 427 6 688 29 150 51 
Radiology X-ray.___.-_- 1, 991 362 615 8 672 79 193 62 








1 Average of 6,038 members covered during 12-month period. 5 f 
4 3 = are providing family coverage during first year; above figures include 300 workers and their 
ependents. 
sat one members covered for 12 months, balance covered for 8 months; equivalent to 2,366 covered for 
months. 
4 Only 8 months coverage; equivalent to 165 covered for 12 months. 
5 Only 7 months coverage; equivalent to 671 covered for 12 months. 
6 Only 1 month coverage; equivalent to 125 covered for 12 months. 


Source: A. F. of L.” Medical Service Plan: Philadelphia Labor-Medical Story. Philadelphia, (May) 1952 


96 


Table 3.—Annual number of patient visits to A. F. of L. Medical Center, 
Philadelphia, Apr. 1, 1951—Mar. 31, 1952 








Number of visits Number of visits 
Type of visit cathy Type of visit Average 
per 1, per 1,000 
Total | “eligible Total | ‘gligible 
persons ! persons ! 
BU NIMS: < 2osoecsscsere 16, 338 2705.9 || Medical a dae 
—_—- Gynecology 2 sos 5<ss-2.202 118 19. 5 
Medical departments: Beripiers| vauesiar Wencoosed 66 10. 9 
General medicine-..-.......- 4, 295 711.3 Disheved...o..issscccsscess 59 9.8 
Injection therapy--_.--....- 2, 120 351.1 Weurology....<6<cccsseceiecs 44 7.3 
Wee. eo 8a sss oe 649 107.5 edistricss 222 Sse SSS 252 36 6.0 
Ear, nose, and throat_.__..-. 595 98. 5 Endocrinology.---......---- 10 1.7 
Orthopedies: ta. 22-2 see 589 97.5 || Technical departments: 
Dermatology. 22222255225 -s2 506 83.8 OXTA YE Oe oa kas ee 1, 991 329. 7 
IPTOCLOlORY a Ss SS - = 8 oe 330 54.7 Laboratory 2s-.sesscsececce 1, 693 280. 4 
1 RE Seed 322 53.3 Physiotherapy ---.-----.--- 1, 536 254. 4 
ORG hs ct ae gees sé 286 47.4 Electrocardiograms......--- 402 66. 6 
Gastroenterology_.....-.-.- 223 36. 9 Audiometer.............--- 70 11.6 
Cardislogy.....i.c2.s2e2ca2sz 177 29.3 Basal metabolism... .__...- 53 8.8 
Minor surgery...-.-------.. 168 27.8 





1 Based on the equivalent of 6,038 members eligible for entire 12-month period. 
Source: A. F. of L. Medical Service Plan: Philadelphia Labor-Medical Story. Philadelphia, (May) 1952 


Each affiliated local is required to have its own medical service plan 
committee responsible for financial matters and for acting as liaison 
between the general committee and the local. The general committee 
consists of two representatives from each local medical service plan 
committee and from the Central Labor Union, A. F. of L., of Phila- 
delphia; it has full charge of all activities, projects, and undertakings 
of the center. The general committee meets every 3 months. 

An executive board, elected by the general committee and composed 
of members of the committee, administers the program. The board is 
responsible for such activities as setting up subcommittees, authorizing 
expenditure of funds, including purchasing of facilities and equip-. 
ment, and employing personnel. Authority of the board includes 
the right to accept or reject applications from unions, with the union 
having the right to appeal to the general committee in case of rejec- 
tion. 

The medical advisory board is composed of the medical director 
and two other physicians in the community. Dr. Joseph A. Lang- 
bord, medical director of the Sidney Hillman Health Center of Phila- 
delphia, and Dr. Curtis Dohan, chief of the diabetic clinic of the 
University of Pennsylvania, now serve as members along with Dr. R. 
Ralph Bresler, the medical director. 

REcoRDS : 

A complete medical record is maintained for each patient. Each 
physician examining or treating a patient makes a chronological 
record of services; all records of X-ray and laboratory services are 
maintained in the same file. 
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Table 4.—Annual number of specified services provided at A. F. of L. Medical 
Service Center, Philadelphia, Apr. 1, 1951-Mar. 31, 1952 


Type of service 


Number of services 


Total 


Average 
per 1,000 
eligible 
persons ! 














Number of services 
Type of service mediate 

per 1,00 

Total | ‘eligible 
persons ! 
X-ray department total.._| 2,537 420. 2 
Barium’ enema s= 255-2... -- ena 75 12.4 
@ervicalepine: = —.-=2-2- =. 40 6.6 
CHGS 6 aes oe ee ee 685 113. 4 
Cholangiorcram= 222 1 a2 
Cnn ClO Gays eae ee ee 353 58. 5 
Eilat platess = 282) aoe eee 12 2.0 
Fluoroseopic examination _-_--__- 624 103. 3 
Gallsbladdersane 252 So ae 85 14.1 
Ibis 2 2 ere oh as eno ee 20 Be 
Intravenous program__._.-..__- 43 Tei 
iumipar spine. 2 = s- <n eee 154 25. 9 
Mastoid.2 (= Sat) See. 2 ee Se 7 eee) 
IMasillae 35s. 25 Ae ee oe 1 2 
NRO WISE aa seseres ates ak eee ee 12 2.0 
RUS ee as any eermrnte 9 1.5 
SimMMSOSe ee: casey Soe es eee 106 17.6 
Skull) 4.2 ea Sa ere 41 6.8 
Small.bowell: 2.52. 425.-.2282 4 3a 
Swallowing function__._....____ 12 2.0 
ORGC tee 2 ae ae mas ce nd wah oe 2 58 
Miroraciciswinesss=. 2 s+ s- =ee 31 5.1 
Upper Gav. tracte--2 2) eee 219 36. 3 
Uterosalpinography_...._..---- 1 <2 

Laboratory department 

totale A ee eee 7, 907 1309. 5 
Acid phosphates. _2.. 22222 2222 6 1.0 
AGdis count 25. Se oe oe eS 2 ay 
Albumin o332-4st2..i 22-2 5.58 6 1.0 
Basal metabolism -_........-...- 58 9.6 
Bence Jones protein__.....-.-_- 3 ad 
Biliary drainaee.s 2. soos ee 2 3 
Bleeding time. -- Site 2 6 1.0 
IDlOOGUACIG =e eee Stee are eee 1 £9, 
Blood alkaline phosphatase_-___- 10 fli ti 
Blood cholesterol_._.....-.---_- 56 9.3 
Blood cholesterol esters_..------ 21 3.5 
BIOOGECOMM Ge ene ences eee 3, 729 617. 6 
Blood sedimentation.___...-_.. 441 73.0 
BlOOd: SUPar=. = 2 o-oo ence cel 592 98. 0 
Blood thiocyanate___....._----_ a 1.0 
Blood urea nitrogen_._.._-.-_-- 223 36. 9 
Blood uric acid_....--:-...2...- 42 7.0 
Blood Wassermann __.__...-.--- 1, 048 173. 6 
Bone marrow examination_____- 2 Bo 


Cervical 28 see ce eee 
Glotretraction=...__-._--- 
@lothite times: 4a eee 
Coagulation time_...-..-...-_.- 
@olloidaligold=_. = 
Oulquire 2 See Se eee 
Fishberg concentration test----_- 
Rraguity< teen aoe eee 
Gastric analysis. 28: oo. soe a 


HMemoegtam..o2.sessecneseeeeece 
Heterophile antibody___.-__.--- 
eberushind6xs 4-2. 2. - ess 
Nasal 


Quantitative Wassermann______ 
Reticulocyte count:...-..--___- 
Semen examination__...._-.-__ 
Sicklinesests-o2-2-2 3252 ee 
SIMCarsccc ths. cele Ase ecole k eee 


Motaliprotelitue.. 2c kee 
Urineranalysisni oss... 2 
Waniden Bergin. 22. a a.e see 


Physiotherapy 
mentitotal=-2— 3 ee 


Migthermye. 2 oso 50025. oo 
Calvanismitess= sees e ae ee en 


1 Based on the equivalent of 6,038 members eligible for entire 12-month period. 
Source: A. F. of L. Medical Service Plan: Philadelphia Labor-Medical Story. Philadelphia (May) 1952. 


OTHER HEALTH AND WELFARE BENEFITS 
Members of participating locals are eligible for the following bene- 
fits through health and welfare programs under collective bargaining; 
the type and volume of coverage varies with each participating local. 
Sick leave.—Varies from $16 to $30 a week up to 26 weeks for sick- 
ness and for accidents occuring outside the shop. | 
Hospitalization—Benefits vary from $7 to $9 a day up to 31 days 
for sickness and up to 62 days for accidents occuring outside of shop. 


Surgery.—Up to $350. 


Maternity benefits. —$75. 


Life ensurance.—Policies vary from $250 to $3,000. 
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Retirement pensions —Only one group in local 463 of the Teamsters 
Union has retirement benefits. 


VARIOUS EVALUATIONS 


At the end of the first year, the officers of the Medical Service Plan 
reviewed its accomplishments. The counsel for the plan commented 
particularly on the fact that a group of workers in different industries 
and crafts, with a heterogeneous set of employers, was able to achieve, 
through collective bargaining, medical services for the workers. The 
executive committee of the Central Labor Union, speaking on behalf 
of its members, emphasized the important contribution made by the 
employers to the health and well-being of the workers. The full text 
of both these comments appears in exhibit A. 


Exhibit A.—Evaluations, American Federation of Labor, medical service plan 


of Philadelphia. 


Statement by M. Herbert Syme, counsel for the Medical Service 
Plan: 


The American Federation of Labor undertaking was much more complicated 
than the ladies’ garment venture (International Ladies’ Garment Workers’ 
Union health center, in Philadelphia). The garment workers were a homo- 
geneous group. They had one contract with one group of employers. The 
contributions came into one treasury. The A. F. of L. venture, on the other hand, 
comprised a group of industries, workers of different crafts dealing with a 
heterogeneous set of employers. How to develop a formula for this divergent 
group that would operate with ease and effectiveness was a challenge to the 
resourcefulness of the A. F. of L. leadership. 

A year passed. What seemed impossible has been achieved. The center is 
here. The staff is here. Clinical services are rendered to workers. An agree-. 
ment has been worked out—an agreement with the employers—an agreement 
with the affiliated locals and the A. F. of L. health center. 

This is no substitute for health insurance or for a vast Government project. 
It does not pretend to be. It is a cooperative effort, however, between labor 
and industry to provide needed medical services for workers. It is important 
because it is done in the best traditions of collective bargaining. It is important 
because it recognizes the responsibility of American industry toward the worker. 
It is important because it recognizes the labor union not merely as a vehicle 
for securing better wages, shorter hours, improved working conditions, but as 
a medium that permeates the life and welfare of the worker. It is one more 
acknowledgment of the fact that the trade union is becoming increasingly a 
way of life. 


Statement by the executive committee of the Central Labor Union 
of Philadelphia and vicinity on behalf of its members: 


In preserving and maintaining the health of our workers, the interests of both 
labor and industry run parallel. 

To a labor union, a membership healthy in mind and body represents a mem- 
bership alert to its own interests and responsive to the obligation it assumes 
to industry. 


99 


To industry as a whole and to the individual employer, the health of the 
worker is one of the biggest assets to their business. 

The above principle was clearly recognized by the employers both in asgsso- 
ciation and as indivduals when they accepted the idea of covering their em- 
ployees with medical services rendered at this center. 

Yor this action on the part of our employers, our affiliated unions express their 
everlasting thanks on behalf of the workers in their respective industries. 

As time passes, the history of our work will record this action on the part 
of our employers’ groups as one of the most important contributions ever made 
by them to the well being and happiness of the people who earn a living in their 
industries and whose only asset is their health. 


Source: American Federation of Labor Medical Service Plan: Philadelphia Labor- 
Medical Story, Philadelphia, (May) 1952, 28) pp. 


SOURCES 


A. F. of L. Medical Service Plan: Philadelphia Labor-Medical Story. Phila- 
delphia, The Plan, 1952. 

A. BF. of L. Medical Service Plan: Presenting the American Federation of 
Labor Medical Center. Philadelphia, The Plan, 1951. 

Correspondence and personal interviews. 
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The Sidney Hillman Medical Center* 
of the 
Male Apparel Industry 


2116 Chestnut Street 
Philadelphia, Pennsylvania 


A group practice health center established in 1951 to 
provide complete medical care to ambulatory patients, it 
now serves approximately 23,000 members of the male 
apparel industry in Philadelphia. The center is a joint 
labor-management project. Both groups actively par- 
ticipated in planning and made equal contributions 
toward financing facilities. Title to land and building is 
jointly held. Total operation costs amounting to about 
$350,000 annually are paid by employers under collective 
bargaining contracts. Average cost per eligible person 
for fiscal year 1951-52 was $14.77. 


Planning for the project began in 1946 when union members pro- 
posed to representatives of the Philadelphia Clothing Manufacturers’ 
Association that funds be set aside by the employers for maintaining 
and operating a center which would be built and equipped by $20 
contributions from union members; under a later arrangement, em- 
ployers and union agreed to contribute equal sums to the initial cost 
of the center. 

Most of the shops in the industry are small, and with few exceptions, 
do not provide inplant health services. However, the favorable ex- 
perience of the firms that were making such services available to their 
employees stimulated general employer interest in establishing a joint 
center as a means of reducing absenteeism among workers. As a 
practical approach to the problem, a long-range program providing 
ambulatory medical care was proposed, with employers actively par- 
ticipating in the planning. 

The need for and value of health services was substantiated by the 
findings of a preliminary program inaugurated in 1948. Members 
received special tests and examinations, without cost, upon the written 
request of their private physicians, to whom resulting information 
was sent. The 1,870 referrals handled between September 1948 and 
April 1951 cost $44,353, and were paid out of funds appropriated for 


*Charles Weinstein, Manager, Philadelphia Joint Board Amalgamated Clothing 
Workers of America, and President, Medical Center; Joseph B. Seitchik, Presi- 
dent, Philadelphia Clothing Manufacturers’ Association, and Vice President, 
Medical Center; Joseph A. Langbord, M. D., Medical Director, Albert Wells, 
Business Administrator and Treasurer. 
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the center. The program showed that some members of the union 
lacked funds to obtain specialist services recommended by their private 
physicians; it also uncovered a number of unsuspected illnesses in 
time to save lives, and demonstrated the importance of having general 
practitioners and specialists work closely with each other. 

When the center was established in 1951, it was named at the sug- 
gestion of employer-members of the center’s board of trustees, in 
honor of the founder and first president of the Amalgamated Clothing 
Workers of America. 


BASIC OBJECTIVES OUTLINED BY PLAN 

On the basis of the findings of the emergency program, and joint 
study and planning by union and employer representatives, the fol- 
lowing were drafted by the board of trustees: : 

1. Specialist service for ambulatory and chronically ill. 

2. Consultation service to patients who voluntarily come to center 
and to patients referred to center by their attending physician. 

3. Intensive laboratory services for voluntary patients and for re- 
ferred patients on request of physician. 

4. Preventive medical services, including periodic physical exami- 
nation and health education. 

5. Cooperation with private physicians referring patients to center. 


ELIGIBILITY 

To be eligible, a person must hold membership in one of the 16 
locals of the Philadelphia joint board of the Amalgamated Clothing 
Workers of America. A stamp received at time of payment of 
monthly union dues is proof of eligibility. Member is eligible for 
care for three months after the last month for which dues were paid. 


MEMBERSHIP 

About 23,000 members of the 16 locals of the Philadelphia joint 
board of the Amalgamated Clothing Workers of America are covered. 
Membership in locals varies from 200 to 5,000 persons, with 8 locals 
having less than 1,000 members. 

Average annual salary of members in 1951 was about $2,000. 

Members range from 18 to 70 years of age, with about equal repre- 
sentation of males and females. 

Dependents were not covered until March 1, 1953, when dependent 
wives and husbands of members in the clothing industry proper be- 
came eligible. Negotiations are now under way to cover dependent 
wives and husbands of members in the cotton garment industry. 


METHOD OF FINANCING AND COST OF CARE 


Method of financing—Construction and equipment of the center 
were financed by equal contributions from union members and em- 
ployers; the total expenditure of $1,280,540 is broken down as follows: 
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Piso e ya namang 24522560) See Go. ber ee ea $1, 086, 797 


Riee@rCAECOMIDINONG. 2.2 2-2 et ee ee 41, 344 
Wentat cq went = 6. Se. oe ee 3; 170 
Weiieameiijmenys 25.15. 2) se fee titi. +a 5, 490 
X-ray equipment and accessories... -_ .-...---.:--..-- 87, 346 
Piraey Bie. ose Bee Sy fe 2 iY LESS Save ae £10 he Oumels 2, 540 
Office equipment, furniture and fixtures___-_._-_-_--+_-- 53, 850 


Operation of the program is financed by employer contributions. 
Prior to January 1, 1953, such contributions were equivalent to 0.75 
percent of the payroll in the clothing industry proper and 1 percent in 
the cotton garment industry (because of its different makeup). Con- 
tributions for employees in the clothing industry proper now con- 
stitute 1.25 percent of payroll—0.75 percent for employees and 0.50 
percent for their dependent husband and wives. 

Operating costs.—First-year operating costs were $336,000; costs 
for the second year are estimated at $360,000. The annual cost in- 
cludes an item of $41,000 for depreciation of building and equipment. 

Payments to medical and related staff accounted for nearly half of 
all costs. Total operating expenses, by broad category, are shown in 
table 1. 

Average cost per member.—Fiscal year 1951-52—$14.77. 

Cost per visit—Average cost to the clinic for each visit varied from 
$4.46 in the department of urology to $9.11 in the department of 
surgery. X-ray procedures cost on the average, $5.95 per service, and 
X-ray therapy, $13.62. Table 2 gives the average cost, both direct and 
indirect, of each patient visit by department and by type of service. 

Payment to physicians—The original plan for remuneration of 
physicians was based on $14 for a 2-hour session, or an annual pay- 
ment of $2,000 for 150 sessions. As of January 1, 1953, the arrange- 
ment was changed so that physicians receive $7 per hour during the © 
first year, $8.50 per hour during the second year, and $10 per hour 
thereafter. Payments to staff physicians were $105,000 during the 
fiscal year 1952, not including about $2,000 for outside consultations. 


SERVICES PROVIDED 


Comprehensive medical care is provided to ambulatory patients at 
the center. Appointments are required for all visits. Referred pa- 
tients receive services requested by family physicians. 

General medical and surgical care—Each “voluntary” patient 
(those not referred by a personal physician) is assigned to an inter- 
nist who remains “the doctor” throughout treatment. He gives the 
initial examination, including a gynecological examination for 
women, orders any special examinations necessary and correlates the 
results of the examinations. He may call on any specialist for assist- 
ance in diagnosis and for treatment. (See table 3 for listing of 
specialists on center staff.) The surgery department handles minor 
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surgery and treatment of emergency cases; limited to cases not requir- 
ing overnight stay . 

Ancillary services.—Routine examinations include extensive labora- 
tory tests, chest X-ray, and other X-rays as needed. Laboratory is 
equipped to perform chemical, bacteriological, hemotological, sero- 
logic, and tissue tests. The radiology department gives superficial 
and deep therapy as well as diagnostic examinations. The physical 
medicine department treats all problems connected with malfunction- 
ing of muscles and joints. 

Cooperative services——Patients under the care of a private phy- 
sician receive only those examinations requested by him, and a report 
is sent to him after the procedures have been carried out. 

The public health department functions as a coordinating unit and 
as the liaison between physician, patient, and community resources. 
See exhibit A for further details. | 

Other medical services——Pharmacy fills prescriptions of staff phy- 
sicians at cost. 

Services not provided.—Medical and surgical care are not provided 
in home and hospital. Patients are entitled to cash hospitalization 
payments and inhospital surgery through health and welfare funds. 


FACILITIES 


The center is centrally located and accessible to most members. 
The building, newly constructed, is the result of careful planning for 
both present and future. The present building can accommodate a 50- 
percent increase in membership and can be expanded by the addition 
of other services. Facilities include extensive laboratory and treat- 
ment facilities, a pharmacy, a small auditorium, and an individual 
suite for each physician, including office examination alcove, two 
dressing rooms and vestibule; an unusual feature is semiprivate wait- 
ing rooms outside each physician’s office instead of a common waiting 
room. Since industrial processes in the clothing industry often result 
in long hours of muscular tension, the center has a machine capable 
of exercising any group of muscles or joints in the body, the first of its 
kind installed in the East. The deep therapy X-ray machine is one 
of the few in existence and is the most expensive installation in the 
center. | 

The center is open from 9 a. m. to 6 p. m. daily and from 9 a. m. to 
1 p. m. on Saturdays so that patients may attend clinics outside of 
working hours; laboratory and X-ray services are available all hours; 
the majority of the clinics are held in the late afternoon or on 
Saturdays. 


STAFF 


Administrative staff —At the beginning of 1953 the staff consisted 
of 21 persons, including 5 part-time clerks. 
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Professional staf—On January 1, 1953, the staff included 48 part- 
time physicians, 5 full-time nurses, and 9 full-time and 2 part-time 
auxiliary staff members. The number of staff members associated 
with each specialty, and the average number of hours of service pro- 
vided per week and per 1,000 persons eligible for service are shown 
in table 3. 

Qualifications for physicians.—Staff is recruited through announce- 
ments in medical journals inviting physicians in various specialties 
to apply for employment at the center. Selections are made by an 
advisory committee of outstanding physicians. Applications are 
processed through the center’s medical staff, and final approval is 
given by the board of trustees upon the recommendation of the medi- 
cal advisory committee. 


UTILIZATION OF SERVICES 

Persons receiving care.—During the fiscal year May 7, 1951, to April 
30, 1952, the center was visited by almost 6,000 patients, 26 percent of 
the average membership. About one-third, 1,998, were referred by 
private physicians, and 3,970 were self-referred. Patient visits to- 
talled 45,944, an average of 7.7 visits per patient. 
- Total services provided —The center provided 70,163 services dur- 
ing the year. Each patient received, on the average, 11.8 services in- 
cluding pharmacy visits for prescriptions; excluding such visits, the 
average was 10.5 services. 

Services provided during first fiscal year were as follows: 








Number 
Ttem Per 1,000 
Total eligible 

persons ~ 

PE OUAUSCIVA COS Ee cents ea Dees oes Some E Cane Ce ek coe aon ae ena sna tans 70, 163 3089. 2 

@itnicaisvisitsee ee. cet eeee ee et SiR NE OR See ee. OE ae i 28, 111 - 1237.7 

DRS PMOSEICRINO COM UNOS Geeta eee ee ee ea amen ac caowaeceseeeuses 17, 295 761. 5 

AGICINALYAGHOrApeULIC SERVICES 54-75. 2-20 oo oasis eS sso ete ee bce k ese ee 12, 884 567. 3 
Other services: 

iPabtie ealGneees aot ees Ok 2 8 oe et 2 a Sete | 7225 2. sect woes 4, 415 194. 4 

LEAR ACyanee teen ees che a a eee ts Nanos he enna sede cet see scestosteucaues 7, 458 328. 4 


Services provided by medical department.—Of the 28,000 visits to 
the medical clinic, 39 percent were to the department of general medi- 
cine and another 13 percent to the eye department. 

Table 4 gives a breakdown of clinical visits by type and shows by 
broad categories the diagnostic and ancillary therapeutic services 
provided. 

Services provided by ancillary departments.—During the year each 
1,000 eligible persons received 495 X-ray examinations and 34 X-ray 
treatments. A total of 6,399 persons visited the X-ray department 
and received an average of 1.9 services each. On the average, 1.5 
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diagnostic X-rays were made of each part examined. Chest X-rays 
accounted for one-fifth of all parts examined. Table 5 presents a de- 
tailed breakdown of the services rendered by part examined; summary 
data on the X-ray department follow. 


X-ray department: 
X-ray examinations: 


Number ofspartsvexdmiamieds 2222s eee ee 7, 592 

Number Of services. 24. 2.3. Ssh cs ot ene Se eee 11, 231 

Number of visits to department-—.-..-.-.--1---2-2-- 5, 651 
X-ray therapy: 

Number OF SCRVICOS 2.00 eo ec ee 748 
Dene eee ee ee eee eee ee eee 628 
Supericiell ofe..itstssess..2 ios antl ba eer eere sds 120 

Number of visits. to department...._.....-.-<-.--.<s-- 748 


Patients visiting the laboratory department received more than 
seven services each. On the average, each 1,000 eligible members re- 
ceived 2,021 laboratory tests. Six laboratory tests accounted for 65 
percent of all laboratory services. About 46,000 laboratory services 
were performed in the course of 6,000 visits to the department. Table 
6 shows the number of each type of laboratory test given and the num- 
ber per 1,000 eligibles. 

The physiotherapy department gave 22,849 services during 7,046 
visits, or 3.2 per patient visit. Each 1,000 eligible persons received 
1,006 physiotherapy treatments. Radiant heat and massage were the 
most frequent procedures. Table 7 presents a detailed breakdown of 
the physical medicine and rehabilitation treatments given. 


ADMINISTRATION 


Administration of both the center and the health fund is vested in 
the board of trustees consisting of 24 members, management and labor 
having equal representation. The board is empowered to make all 
necessary and appropriate regulations and to operate the center. 
Union members are designated by the Philadelphia joint board, 
Amalgamated Clothing Workers of America; management represent- 
atives are selected by the president. of the Philadelphia Clothing 
Manufacturers Association; the chairmanship alternates annually be- 
tween a management and a union representative. 

The medical staff at the center has responsibility for all medical 
phases of the program; the medical director, Dr. Joseph A. Langbord, 
has been with the center since the planning stage and works closely 
with the board of trustees. 

In 1953, the center established a corps of advisors composed of union 
members in various shops. Analogous to shop stewards but concerned 
primarily with health-problems and acting as liaison between members 
and the center, these persons are given a training course to prepare 
them for this job. . 
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RESEARCH 


The union believes that the permanency of the center and the con- 
tinuity of its relationship with its patients offers an excellent oppor- 
tunity for research. Medical records are carefully supervised, diag- 
nostic data recorded in accordance with standard nomenclature, and 
all records reviewed to determine their accuracy. 

In 1951, a grant of $25,000 was received from the Sidney Hillman 
Research Fund of New York. Current research projects financed by 
this grant are a study of hepatosplenography and studies of the in- 
cidence of virus disease and of the incidence of musculoskeletal dis- 
orders. 

With additional grants of $50,000 from the Sidney Hillman Founda- 
tion, matched by industry and union contributions, the center has 
established a research fund of $100,000. Plans for large-scale re- 
search programs are now being formulated. 


OTHER HEALTH AND WELFARE BENEFITS 


Services at the center are supplemented by the union’s social insur- 
ance program. Benefits include: 

Hospitalization—Nine dollars a day up to 31 days for sickness and 
up to 62 days for accidents occurring outside of shop. 

Sick leave.—Twenty dollars a week up to 13 weeks for sickness and 
up to 26 weeks for accidents occurring outside of shop. 

Surgery.—Up to $200. 

Maternity benefits —One hundred dollars, 

Life insurance.—F ive hundred dollar policy. 

Retirement pension at 65.—Fifty dollars a month from pension pro- 
gram in addition to benefits under old age and survivors insurance. 

Actuaries have estimated that the cost of privately purchased insur-. 
ance providing all of the above coverage for a man aged 50 (the av- 
erage age of men in the clothing industry) would amount to $560 a 
year. 

VARIOUS EVALUATIONS 

President Jacob S. Potofsky, general president of the Amalgamated 
Clothing Workers of America, considers the center “a living testi- 
monial to sound and constructive industrial relations.” 

The Philadelphia joint board, Amalgamated Clothing Workers of 
America, states: “No one who now sees the medical center, its phys- 
ical plant and its personnel, can imagine anything less than whole- 
hearted, unstinting work by both employer and union officials went 
into its making. As an institution born of the intelligent teamwork 
of labor and management, the Sidney Hillman Center will serve as a 
monument to progressive industrial relations for coming generations.” 

Satisfaction of the patients is reflected in the center’s report that 
not a single complaint was received during the first year of operation. 
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Acceptance by the medical profession is indicated by the fact that 
private physicians referred 2,000 patients to the center during first 
year of operation. 

Dr. Louis B. Laplace, president of the Philadelphia County Medical 
Society, writing in 1951, commented on the high quality of the center’s 
facilities and on its significance in serving low-income groups. He 
pointed out that “. . . what the Hillman Center has done for its union 
workers will have to be done, appropriately modified to the circum- 
stances of individual groups, for millions of others.” See exhibit B 
for more complete statement. 


Exhibit A.—Program of the Public Health Department, Sidney Hillman 
Medical Center, Philadelphia 


The public health department has as its general objective the maintenance of 
a maximum state of health for the worker through a combination of service 
and health education ; it functions as a liaison between the patient, the physician 
and outside community resources. Patients are referred to this department by 
the examining physician and are seen in an individual interview. The first 
are scheduled by appointment to coincide, if possible, with other clinic visits 
to avoid loss of work time. 

The organization states that a positive health program offered to the patient 
when he feels the need for medical service is of more value than the general 
or mass education methods. For this reason, the indirect health education 
approach is used to a great extent at the time of the patient’s interview and is 
related to a specific service requested. The major areas of referral are de- 
scribed by the organization as follows: 

1. Patients are referred for interpretation and clarification of physician’s 
orders, special examinations, arrangements involving community resources, and 
clarification of policy. These visits may be of the single type or may involve 
several visits to the department. 

2. Patients are referred for followup in certain special categories, the followup 
being the most extensive aspect of the public-health program. The center states 
that it is only by a direct and positive approach and program that the maximum 
state of health may be reached and maintained, and health education practiced 
rather than preached. 

The major categories in the followup program are listed and described as 
follows: 

1. All nutrition problems (obesity, special diets, diabetic diets, etc.) are 
referred for diet interpretation and health consultation. Followup appoint- © 
ments are scheduled when necessary. All diabetics are referred for diet in- 
struction, insulin instruction, and diabetic health supervision. They are sched- 
uled for supervision between visits to the doctor to insure continuity of care. 

2. All photofluorograms that show abnormal findings are referred to this 
department and patients notified to return for a 14 by 17 film chest X-ray. If 
positive, they are followed through the medical evaluation and further disposi- 
tion is made. All contacts of patients with diagnosed tuberculosis are inter- 
viewed and chest X-rays arranged for. Patients are listed for routine followup 
by this department and are notified of the specified time to come in for repeat 
chest X-rays and physical examination. 

3. All positive serologies are referred to the department. Appointments for 
evaluation by the dermatologist are made and each patient is listed for routine 
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followup after being seen by the physician for arrangement of treatment, con- 
tact followup, and routine interval check. 

4, All patients for whom electroconvulsive therapy is recommended are 
referred by the neuropsychiatrist for arrangement for medical clearance. Hach 
patient is interviewed individually for interpretation of treatment. A member 
of the family is also interviewed for interpretation and signature of permit. 
All patients report directly to this office for instruction prior to treatment. They 
are interviewed to check any untoward symptoms (if present, referred to neuro- 
psychiatrist before treatment). Followup on post electroconvulsive therapy is 
made at monthly intervals. ; 

5. All patients suspected of possible precancerous lesions are seen and recom- 
mendations interpreted. Special followup is made, and patients are kept on an 
active list until a definitive diagnosis is established. 

6. All patients for whom surgery is recommended are referred for interpreta- 
tion. Appointments are made by the public health department for medical con- 
sultant evaluation, and the patient is seen immediately after medical consulta- 
tion regarding surgeon, hospitalization, and arrangements as indicated by the 
individual problem. 

7. A patient considered to require job adjustment for medical reasons is 
referred to the medical director or the assistant medical director for evaluation. 
If the patient is found to have a medical problem requiring alteration in his 
type of work, the matter is referred to the public health department. The 
public health counselor brings it to the attention of the union’s business agent 
who reaches agreement with employer. 

8. All social problems are seen for direct help or referrals to the proper com- 
munity resource. 

A statistical survey of the major classifications for active case followup, May 
1951 to May 1952, will indicate in a small way the scope of the program which 
the organization feels is one of the most important and unique functions of a 
public health department in a diagnostic institution. 








Questionable malignancy ------ nO) Special followup. 2. oe 268 
Diagnosed malignancy--------- 20, Nutrition instructions__.______- 1, 454 
Apparently inactive tuberculosis_ 45 | Job adjusunent.._......--2-~.- 29 
Active tuberculosis..._........ 10 | Hospitalization and convalescent 

Positive serology ....---------- RC BO ate earn. RNa 104 
Diabetes mellitus 2 54 ‘Teta sotive ease load, 

Electroconvulsive therapy-_--_--- 45 May 1952-____---__.- 5, O71 
Carbon-dioxide therapy__-_---- 85 Bete Bl Se ee 3, 052 
Solitary nodules of the lung____- 8 Oe ie e e URE T 2,019 


Exhibit B.—Evaluation by Louis B. Laplace, M. D., president, Philadelphia 
County Medical Society, of the Sidney Hillman Medical Center, Philadelphia 


A visit to the Hillman Medical Center is an impressive experience. The 
building is spectacular with its ultramodern design based on the latest concepts 
of hospital construction. The equipment is more elaborate and complete than 
I have seen in any institution of comparable size. The most important feature 
to us, however, is its function. ... 

Here is a very challenging situation. Patients of a low-income group receive 
medical care costing far more than they could possibly afford on the usual fee- 
for-service basis. Compare this with the types of medical care which are avail- 
able to them otherwise: attendance at a hospital clinic, obtaining the favor of 
reduced fees by consultants, or entirely foregoing consultant and laboratory 
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studies which might be vitally necessary. The advantages to the patient there- 
fore are obvious. Even the possibility that the patient may not appreciate the 
service because it is free is unlikely because of the impressive surroundings and 
his feeling that it is his own organization. 

From the doctor’s standpoint, there likewise appears to be no valid criticism. 
The staff physicians are, of course, employees of the union, but their status 
differs in no essential respect from that of physicians employed in industry, 
insurance and even in some hospitals. Little if any income is diverted from 
private physicians since this patient group can scarcely afford laboratory and 
consultant services. 

The most significant feature to us of this situation is the fact that if all 
the advances of medical science are thus made available at no cost to members 
of a union, what will be the effect on all the other people in the low and middle 
income groups who also want medical care of comparable quality as part of 
their employment benefits, or at least without the unpredictable and often finan- 
cially disastrous features of fee-fcr-service payment, especially fee at the time 
of service payment? The eventual effect can scarcely be doubted. The demand 
for more complete medical care on an insurance plan, paid by the employer, by 
some organization, or by the patient himself will increase until, in one way or 
another, it has been met. There will always be some who will pay on the 
conventional fee-for-service basis, but increasing taxation is inevitably reducing 
the number of those who can or prefer to do so. 

This is our great opportunity te direct the further development of medical 
care programs into forms which will combine the best service to patients and the 
most satisfactory conditions for the doctor. What the Hillman Medical Center 
has done for its union workers will have to be done, appropriately modified to 
the circumstances of individual groups, for millions of others. Let us see that 
it is done right.... 


Source: The President’s Page, Philadelphia Medicine, (April 7). 1951. 


Table 1.—Operating expenses, Sidney Hillman Medical Center, Philadelphia, 
fiscal year May 7, 1951—Apr. 30, 1952, and budget for fiscal year 1953 


Expenses 1952 Budget 1953 
Item a asd 
Amount | Percent | Amount | Percent 

CROtCANOXPONSOS ta. 8. acca cc nssceskieasocecqe teed os $335, 503 100.0 | $360, 231 100. 0 
wAtministtative-28. 52: sesGhests case ese RA eee eee 62, 787 18.7 69, 965 19.4 
Buildine-maimtemancee b.2 2-2 2s a ee a eee eee 77, 001 23. 0 80, 180 22.3 
Supplesanma sumdrmes 2: Leta cosacee cer ea eee ee ee eee 32, 108 9.6 30, 200 8.4 
Medial Staiis: 2-28 ea 2 Soe ee a ee ee 104, 612 31.1 | 118,324 32.9 
Muxiligny medical Statl.«...- 0-2 cea coh ce ce ksi tee eee or ouge 56, 626 16.9 61, 052 16.9 
Physical aiedicine: 5.2 cece Abe ee dee Se te cee LOx883gl ese aes 14) 650) jezeee ee 
INS OSS oe aise oa ds okie nian aa eee eae eo chain ene neem sas DOGO Nee ceeoeie iA ca ae 
Radiolosicalidepantiment: 225 2ese see i O69 Sse 8. S207 Sates 2 
Medical records librarian. ......-=.-.5-<s=s2-<5 wa ag ome aes, 3 aulG ee oe 3; 0404/28. 2 eee ee 
Chnicaltlaboratonys-=-ceee se eee ese see eee eee ae ae OV GSI Sse aasaes « 1960 T Seance soas 
Public health @s acieee ese. och oes se eet ee ee 9; LS nace sere , 600ml ba. 
MMe(iICAl SLABISUICION. ..5 ca ad onsen nae ee waste nek ae ees DOs cae eee aes 15000 A eae 
Psychology. aio ee Se AR ee Pi50. | ee st 2, 00h ses. 
Assistant tows y.Chnlatnist=< 3 cea ce 2 ee oe ee OO ees ae Drs 4O | Sania oe 

1s cece hn ang pes ae PR eae die byt Laat So Ula oooeeee ee 100 ees core 
Outside consultations.c.seesuas o-oo es asugteetss Seca se ses 2, 374 ic 500 1 


1 Includes $41,000 depreciation of building and equipment for each year. 

2 Major items included in 1951 expenses: X-ray supplies, $15,086; medical supplies, $8,777; clinical labora- 
tory supplies, $4,473. 

3 Includes salaries of medical director and assistant medical director. General medicine staff accounts 
for slightly less than one-third of medical staff expenditures for each year. 


Source: Sidney Hillman Medical Center, Philadelphia, 1953. Unpublished data. 
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Table 2.—Average cost of specified patient visit or service rendered, Sidney 
tgeee Medical Center, Philadelphia, fiscal year May 7, 1951—Apr. 30, 
1952 * 


Average cost 





Item Number 
Total Direct | Indirect 
Clinical visits: 
INURE le pee eee a a 2, 164 $5. 10 $2. 28 $2. 82 
Dent lies wee nce MS Boer ene oe ee ce eo 688 6. 48 3. 65 2. 83 
TORI BOLO Payee hee er on ee se me ewionewasbne 822 5. 11 2. 28 2. 83 
Warnosemandrthroate 2 aso. 8 1S) 6 ode een cutee 1, 944 5. 28 2. 45 2. 83 
IE ECO GTENO LO Rayan See ee ek eRe. TD ene a Wee a ees ek 197 5. 99 Sey 2. 82 
GastnoeMmbenolo cyman emer eee bn eee 202 7. 03 4,19 2. 84 
Ciy ECO LOU anne Bae aes ek PR SE ee ees kena ee 22,198 ihe 2. 54 2. 83 
Inrpernalemedteinewss.ssebee oe Sl en een ec sels 11, 254 5: 72 2. 89 2. 83 
Ojpinthaimo loge soe ee Sn sin eae es eens 3, 682 5. 15 Bh Bi 2. 83 
ORTH OEM CH= a ei ot URS ee aes oad asescacses sere 1, 461 4. 66 1. 84 2. 82 
TOC hOlO siya te eae kes HS a Sas pees ban Ser eoesees 775 5. 58 2. 76 2, 82 
SRE re aye a Sos SR noe ge ta pe Os Sa eg Se 611 9. 11 2. 39 6. 72 
[UO TOCiyeeeeee eee re Ba 2 Be he oa A tee ol es 425 4. 46 1. 64 2. 82 
Clinical visits and services: 
WandiglOtiyaesae sete on sece nt eee rato ee eee 3 1,979 B78 . 90 2. 83 
INeuTOpSVehiathy: 224.2520 9-4... Shas ones seas steeeosis BOON 4, 59 Va76 2. 83 
iivsiGalamedi cine 2226.2) ee. Pee hessee eee dscarsce se 5 7, 876 5, 24 2. 42 2. 82 
Diagnostic procedures: 
Cities Pranorator ye. 2222 S0 Fe 2... ns se sesacsscasdeeseceses 6, 131 4, 37 2. 02 2. 35 
INO LOMMOROSTAIMS > 1A so2 soto. ee wb ose Soe bebe tes scs 3, 043 3. 09 . 89 2. 20 
ELE eee ae ek So eS So eae eeeenorsteassseees 5, 651 5. 95 2. 83 3. 12 
Other services: 
Ape CtiOMmennerap Wiss 2-52-0250 oS oe Anse Shae cae Sn ee es 2, 274 3. 68 . 85 2. 83 
IP MARIMACVS sen. + Sena aot Me 2. 2 Sone sew ead senseesesesrne 7, 458 2. 48 .35 2. 13 
em er Wealtic = 6 a 5. 2 Oe Bese. hse vec dereesvadesceress 4, 415 3. 65 +72 2. 83 
EXE VEENCKA DV te see te en ne ee Soo SU See de ene ses escosatesce 748 13. 62 7. 46 6. 16 


1 More than 1 laboratory test made during same visit counted as 1 service; similar procedure for X-ray 
examinations and other services. 

2 Includes cancer detection and gynecology. 

3 Includes 167 clinical visits. 

4 Includes 691 clinical visits. 

5 Includes 830 clinical visits. 


Source: Sidney Hillman Medical Center, Philadelphia, 1953. Unpublished data. 
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Table 3.—Physicians, auxiliary medical and administrative staff, Sidney 
Hillman Medical Center, Philadelphia, Jan. 1, 1953 


Staff Annual equivalent 
personnel hours of service 
Average 

ed weekly Per 1,000 

aa | HOM Ot etal || eliett le 

ber service g 1 

per persons 
person 

Physicians by specialtve. $2.2... 2822-235. es ccs e eee eee ees C18 a ORE: 2 14, 820 652. 5 
AT ONO Wy a9. Foo ob FF Oe ee Se ee ee 2 6 624 27.5 
Oardiglotiy= seca tk ccc oe eee ee a oe ne ee nee eee 1 4 208 9.2 
entISthy.2ees. be ack ee do pee ee eee 1 4 208 9. 2 
Dermatology... 28625 25 2 RE a an 2 4 416 18.3 
Harnoser and throat #0222 6 Set = a cae Se ee Ce 2 a 728 32.1 
Mncocrinology. 522 secs .5 Ree ee eh ae alee oe ees 1 2 104 4,6 
REO oe ee et 2 Oe em a ee ee ee oe ee eee ee 4 6 1, 248 54.9 
Gastroenterology.2.c 5.3 eb eee ee eee ee 1 4 208 9.2 
TOGO OB Y 52 5 ION isch a Ne Be tale ie ae ee a acd 4 5 1, 040 45.8 
FFROIMAROLOO Vat exes x ie Leis see Se Ose ees Se 1 2 104 4.6 
Internalemedicine 2. .<.. 25-5 ee BSR ns oo oe cee ee 15 7 5, 460 240. 4 
INGUTOPSVehidtTy te oot. ae se eee oe ee eee tet enen eee eae 1 14 728 32.1 
Orthopedics: =..¢- oko = a eee ee et SAEs mtd eee 4 2 5 520 22.9 
IP ACN OOM 2s —- see oo ON eS Raho e Dae ae i 5 260 11.4 
Peripheral VaSCulantes = soc = 0s os se Se. Sake te eee 1 2 104 4.6 
Physi cahMmeciGines 4. .8 cee ee ee ee ee 2 5 520 22.9 
PROCtOlOSY = 22a 2 ae eee ee he A ee as ee el ee oe ee ee 1 df 364 16.0 
Radiology... --. deh ee oa ee i a ee eee 3 10 1, 560 68. 7 
Sureeny ee. 225 eee ce Se ee ee ee as eee ae 2 2 208 9. 2 
(UIP OlO Rwy ae ete Ser oe a ee a SA So ee Ogee eee 1 4 208 9.2 
Auxiliary medi cahstalteses oes sess so oe eee eee Gh |< aoe eanee 3 30, 680 1, 350. 8 
INUTSOS Penns See oe eee ene Sa eee hae en enema 5 40 10, 400 457.9 
haboratory technicians. o.2 S2u222 522 52222 es. 2 ee = 40 6, 240 274. 7 
Osa! J piec dwerbe ink coal aes cea eee ee aes tee eee 1 10 520 22.9 
NCTA YaLCCDINGIANS -Ae so ke node wou Poe mec o mann ee meee 3 40 6, 240 274.7 
PAP CiSt wae. aceon eas ee eae ae oe eee ees 1 40 2, 080 91.6 
PG SIO t EMOTO IS G5 a cme ec ere 1 40 2, 080 91.6 
Physiotherapy aidewee2 Fee ae eee eee ee eee 1 40 2, 080 91.6 
Corrective therapist: 22. 22s2.5 55 == So o2 a = oo ete eee 1 20 1, 040 45.8 
AGministrative stailes.-s2 5 = es See see eee ea eee Die he. Bae 4 38, 480 1, 694. 3 
SUMCIVISOR=) nos ose a aoa eae ect aco es an ate ae cea eee 1 40 2, 080 91.6 
Public health:councilor: =.=. 0 55- sone sess e eee eee 1 40 2, 080 91.6 
Medicaltrecordsiilbranrian ios cc toc ooo caca peer onc ce eee eeee 1 40 2, 080 91.6 
‘Relephone Operator.c.soee ss 2n65-2e50 Se aee coos eoes Cp eeeeaceee 1 40 2, 080 91.6 
Medical séeretanies: oss soho set coccecesle Leese ee ee etek 3 40 6, 240 274. 7 
APPOINtMENtiGlORKS. =. o.0eee eee coe Secs on eee ace eee eee 4 40 8, 320 366. 3 
DStatisnieal.ClOvkS 5.2.2 ease ces ose coc e ea see cence ese ee seenea an 1 40 2, 080 91.6 
HUCCORGCIOEKSEa ae osc cee ee eee ke cee eas tee ene = hereon cee 4 40 8, 320 | 366. 3 
5 20 5, 200 229.0 





i Based on average 12-month membership of 22,712. 
2? Equivalent to 7.125 full-time physicians. 

3 Equivalent to 14.75 full-time persons. 

4 Equivalent to 18.50 full-time persons. 


Source: Sidney Hillman Medical Center, Philadelphia, 19531 Unpublished data. 
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Table 4.—Classification of services, according to type, Sidney Hillman Health 
Center, Philadelphia, fiscal year May 7, 1951—Apr. 30, 1952 





Number Number 
Item Average Item Average 
Total | per 1,000 Total | per 1,000 
eligibles ! elibibles ! 
Olinical visite... ees les. 28, 111 1, 287.7 |; Diagnostic procedures--_-...---- 17, 295 761. 5 
PACS 3 Se ee 2, 164 95. 3 Basal metabolism__...---.- 431 19.0 
Cardiology =. <b 2. oS 167 7.4 Electrocardiogram_......--.- 1, 812 79.8 
Dentaleaes > =. 53 eiec3 688 30.3 ahoratony...-65.-<en 52 tS2 6, 131 269. 9 
Dermatology =. oss hecc ns 822 36. 2 Photomtwuoro. = 52.<..22222-6- 3, 043 134. 0 
Ear, nose, and throat___---- 1, 944 85.6 NET eee Sa es 5, 651 248. 8 
Endocrinology-...-..---.--- 197 8.7 Miscellaneous_-......-------- 227 10.0 
OD oi Sie 5 at 5 rr 3, 682 162. 1 ——— ee 
Gastroenterology......---.- 202 8.9 || Ancillary therapeutic services..| 12, 884 567.3 
Gynecology 2... ccc. ca5 2, 198 96. 8 ——=————S | 
pO Ee tere Gee 11, 012 484.9 Carbon dioxide treatments 5_| 1, 531 67.4 
Neuropsyehiatric___.......- 691 30. 4 Electroconvulsive therapy-.- 97 4.3 
Onthopegicn..c2 25 .ci5c. sad 1, 461 64, 3 Group psychotherapy §___-- 1, 188 §2.3 
BOCtOlOGY ss ba cieneace sens 715 34.1 Injection therapy_-.-------- 2, 274 100. 1 
DUEDOR WS ee ck ES 611 26.9 Physical medicine....__---- 7, 046 310. 2 
Li ee os 425 18. 7 X-ray therapy—superficial_- 120 5.3 
Medical consultations 3_____ 242 10. 7 deep.-..---- 628 Safar e 
Physical medicine consul- — 
OE OOS see aeeneeneies H 830 36. 5 || Other services: 
Pharmacy visits. ..ccas2.2c2 7, 458 328. 4 
Publicihealth.s. ....<..82025 4, 415 194. 4 


1 Based on average 12-month membership of 22,712. 
2 Includes cancer detection and gynecology. 

3 Separate count made starting February 1952. 

4 Separate count made starting November 1951. 

5 Services initiated January 1952. 

6 Services initiated August 1951. 


Source: Monthly Statement of Statistics, Sidney Hillman Medical Center of the Male Apparel Industry 
of Philadelphia, 1952,{mimeographed. 


Table 5.—X-ray examinations and therapy. Sidney Hillman Health Center, 
Philadelphia, fiscal year May 7, 1951—Apr. 30, 1952 * 





Number Number 
item Average Item Average 
Total | per 1,000 Total | per 1,000 

eligibles 1 eligibles ! 
X-ray examinations 3_.___._.---- 7, 592 334. 3 TGCS err Sty Sale Sees 74 3.3 
Lumbar spine...--.-..=...- 645 28. 4 
ADGOMEN: 5 eee ee elses 76 3.3 Mandible 52222. 22222 19 .8 
INTO eee see eo ee 85 Sal IMASTOIOS oes 22> cee 36 1.6 
Barium enema. —..-22.--... 463 20. 4 Nasal Domes. o.oc. snc ao of .3 

RCAStSso sa SS ee 5 aD IPelyimMetly: 2-0. so nee ce 1 (8) 
Oervical spine..-...-...-... 255 11.2 IRONS S eee eee ee 50 272 
SS be vi a gach lege 1, 620 71.3 BS Boe sa oy ee ee 50 29 
Cholecystogram.__.......-- 558 24.6 Sacroilises..<....-<-.=..=-. 47 2.1 
OCCYNe omen ton soo cases 28 1,2 Shoulder. ..-.2.2-.2-<a=-5e 395 17,4 
ID OWawata se Seeteet eee 64 2.8 SiNUSOSncurenecertst ee seeecs 357 15.7 
Pacial boned. 32 2 al Skq ss. me es 235 10.3 
CMMEE . <0 s ones en sea 43 1.9 Small bowel study--....---- 38 1.7 
ON net ac octet ames Sore ws 8 4 Thoracic spine__..--..-.---- 189 8.3 
Oa is See eee ee ee VA 7. 5 WNOO@S ect eae ho eek ewes 3 3 
ORCarMecs: & wigi4 283-52 52 15 ray Winisteniee2 ta a ke Iressa 87 3.8 
Gastroduodenal___.._.----- 981 43. 2 Miscellaneous__.....-------- 99 4.4 

00 (6 (Rate 2 cee ie anes ae eo 194 8. 5 SSS 
OO oa siiow sees cs srntensas 12 oO |) Soray Caerapy........6-..cs0.- 748 32.9 
IIMS Bass aS Ss See ec 56 2.5 a 
PAUOGT US. 2 cas Cas oan sas 12 ME: HOO De seas see oe son 628 Bat 
Intravenous urogram_--.--- 342 15,1 BUperneial 3. cvee-wcs ances 120 5.3 
TENG ee te eee 270 11.9 





1 Based on average 12-month membership of 22,712. 
3 Represents count of each part X-rayed regardless of parts X-rayed at’any one clinic visit. 
3 Less than 0.05 per 1,000.} 


Source: Monthly Statement of Statistics, Sidney Hillman Medical Center of the Male Apparel Indus- 
try_of Philadelphia, 1952, mimeographed. 
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Table 6.—Laboratory tests, Sidney Hillman Health Center, Philadelphia, fiscal 
year May 7, 1951—Apr. 30, 1952 * 








Number Number 
Item Average Item ; Average 
Total | per 1,000 Total | per 1,000 
eligibles 2 eligibles 2 
Laboratory testsit -....- 2.28 45, 907 2021.3 || Laboratory tests—Continued : 
——_—_—_—_|—__—_- Nasal smears for eosino- 182 8.6 
Acid phosphatase____....__- 20 .9 Dhiles a2: 2 Fee 5 54 
AGdis count: ----.-— aes 14 .6 Nonprotein nitrogen___.-.~_ 34 1.5 
Agglutination test__...-.-_- if 5a (I Phenolsulfonphthalein______ 35 1.5 
Albumin globulin ratio_..__- 50 209) iPapanicolaoun 4 =.<--<se-- 65 2.9 
Alkaline phosphatase-_----.- 33 1.5 Platelet count. =......-.22222 15 yf 
PANTY ASOG tee. 2b es ce 6 23 Protein bromide iodine..--- 23 1.0 
Basal metabolism rating_._- 461 20.3 Prothrombin. .22.-c.non cde 
Bence Jones protein. .__--_- 4 Quantitative urine sugar 69 3.0 
Bleeding time_.._.......... 20 .9 percente! ©. Boo sec ee 94 4.1 
Blood calcium.—22- 252-222 28 | 12 Quantitative Wassermann__ 8 4 
Blood chloride___--.-.------ 3 Peal th factors: ...€.52.2-.. 88 4,931 217.1 
Blood cholesterol. .....__-_- 286 12.6 Red blood count_...------- 1 (3) 
Blood cholesterol esters_---- 32 1.4 Renal caleuli__._--.....-._- 61 2.7 
Blood creatinine__.....--._- 6 ae Reticulocyte count.-....---- 2 A 
Blood eutture. = Jsieces ce 1 (8) Retraction of clot-..------.-- 21 9 
Blooduktahn sas. as 124 5.5 Routine cultures. _...------ 7 3.4 
Bloodyhywasess..- - 5... 8 6 a8 Routine smears__..----.---- 1,310 57.7 
Blood phosphorus_-_..-_---- 22 1.0 Sedimentation rate.---..--- 12 5 
Blood sligars..o-..c-<-22 2, 827 124. 5 Seminal fluid_.¢ 2... -----3- 55 2.4 
Blood total bilirubin_______- 20 .9 Sickling preparation_---.._-- 30 1.3 
Blood types... .......2..- 5 a2 Smear for tuberculosis----_- 
Blood urea nitrogen_ --_---- 1, 210 53.3 Smear for tuberculosis (ur- 8 4 
Bloodurie acid. .-.........: 108 4.8 ine) ieee ee: ees 2 i 
Bromsulphalein__.....-___- 48 Oeil Smear for Vincent’s_-_-_.---- 20 9 
Carbon dioxide:_.-=..--...- 3 on Spinal fluid cell count __---- 19 8 
Cephalin flocculation_-__._- 89 es Spinal fluid colloidol gold_-- 16 Sz: 
Coagulating time___._-..._- 19 .8 Spinal fluid protein___---__- 
Culture for tuberculosis_-__- 28 ee, Sputum concentration for 3 wl 
Difleren tial 2 s2es esc =~. 4, 899 215.7 tuberculosis... <.-< este 1 (3) 
Duodenal drainage_-_-__--_-_- 3 My Sputum culture____-------- 
Eagle flocculation. ___--_-_- 647 28. 5 Sputum culture for tuber- 7 .3 
Hye cultures... ...2...<a<--- 3 ot CUlocis®. 5c 22 4a cece 51 2. 2 
Fasting gastric analysis_-____ 62 Qa Sputum examination_----_- 21 9 
Feces examination_.__.____- 38 7 Sputum for tuberculosis_-_- 6 .3 
Feces for occult blood_-___-_- 54 2.4 Sputum for eosinophiles.- -- if 3 
Feces for ova and parasites__ 36 1.6 Stool eultaress2ce-eo gece 3 1 
Mishberg testes. s--- see 43 1.9 Stool for amoeba____---.---- 2 8 
Fractional gastric analysis_- 61 74, ff Stool for fat content-_--_---- 19 Bt 
Fragility of red blood count 11 5 Thymol turbidity...------- 18 8 
Muncus cultures... 22 os... 8 .4 Tissue examination___.-._-- 55 2. 4 
Fungus (wet preparation) -_- 8 .4 ‘Total: protein:.6.5-.2.--2- 4 2 
Gastric lavage for tuber- Urea, clearance:......---2:- 4, 628 203. 8 
CuLOSIGMER Seer ak 8 5s 1 (3) Uninalysis: ~~ 62. 22.5. 23 1.0 
Glue 0s@2 1 es 9 .4 Urine calture.£......2-2c2- 1 (3) 
Hematoeritwcensecssescesecc | 204. 9.0 Urine: proteime---=- se2ss22- 1 (3) 
Hemoglobin: 2s... -..=,.-:- 4,931 217.1 Urine tuberculosis culture -- 2 1 
Hetrophill antibody-_-_----_- 4 Wrobilinogen. 2202-22 - e- 1, 602 0.5 
Icterus index. __..__.-...._- 23 1.0 VDD slide. 22a: wacccene 1 (3) 
EGlne hoe Seen re ree 903 39.8 Vaccine’. re ae 1 (3) 
Kolmer Wassermann..-_-.--- 3, 946 Vek #7 Vaginal culture___.--..-.--- 31 1.4 
Moannim Jou ov curse ss5 See 622 27. 4 Van den Bergh (direct) -__-- 18 8 
Mean corpuscular hemoglo- Van den Bergh (indirect) -_- 3 of 
Din Sie eth bee Set ee 1 (3) Venous coagulation time_.__| 5, 438 239. 4 
Mean corpuscular volume__ 1 (8) Venous punctures__.----.-- 4, 899 215. 7 
Mosenthal test__..---.------ 10 4 White blood count__---.---- 





1 Includes complete count of each type of test regardless of number received at any one visit. 
2 Based on average 12-month membership of 22,712. 
3 Less than 0.05 per 1,000. 


Source: Monthly Statement of Statistics, Sidney Hillman Medical Center of the Male Apparel Industry 
of Philadelphia, 1952. Mimeographed. 
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Table 7.—Physical medicine and rehabilitation treatments, Sidney Hillman 
Health Center, Philadelphia, May 7, 1951—Apr. 30, 1952 * 








Number Number 
Item Average item Average 

Total | per 1,000 Total | per 1,000 

eligibles 2 eligibles 2 

Physical medicine and Muscle reeducation.-_---.-- 2, 443 107.6 

rehabilitation — treat- Neuroelectric test__...---__- 3 wil 

MIOHts: Jes b2cs ess 25628 22, 849 1, 006. 0 Peratitoes/sbecsiio odd 442 19. 5 

a Peripheral vascular disease - 69 3.0 

Buergers exercise___.-...--- 286 12.6 Pes planus. 2722-24 345.0564 67 2.9 

@yrotherapy.-..<- 2-222... 144 6.3 Postural exercise___.-------- 2, 692 118, 5 

De Loreme exercises____---- 544 24.0 Radiant heat: luminous- 403 17.7 

Exercise general. ......-.--- 119 5.2 hnonluminous__.-..-+. ==. - 3, 086 135. 9 

Pluoresein: test 222 22 ise... 3 1 Range of joint motion test__ 2 al 

Galvanlen = ose. s sees 39 ise Rapidisine 26 22222 2 se 21 9 

Hydrocollator. ee ee rkee 23 1.0 Sayerncune: = tis. oa. 966 42.5 

AnfeCtHOM ie a2 2225 sae 925 40. 7 Short wave diathermy__..._| 2, 139 94. 2 

Jonizayions£. 224s... 2° 2 98 4.3 ess AEC ye es hak 3, 081 135. 7 

Jolleisstest 2-2 1 (3) Therapeutic walk____------ 535 23. 6 

Wee lemoGhe..-- = aes 52 28 141 6. 2 Ultraviolet, Kromayer- -___ 16 Par 

Manual muscle test_..------ i (3) Ultraviolet, air-cooled - ----- 111 4.9 

IMacsaces sis 2.3: 2% =. She 3, 844 169. 2 Wihirlpoolss ts ses. 2s 584 25.7 
Moistaires= 222 225 - 21 ad 


1 Includes complete count of each type of treatment regardless of the number received at any one clinic 
visit. 


2 Based on average 12-month membership of 22,712. 
8’ Less than 0.05 per 1,000. 


Source: Monthly Statement of Statistics, Sidney Hillman Medical Center of the male apparel industry 
of Philadelphia, 1952. Mimeographed. 
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The Sidney Hillman Health Center of New York* 


16 East 16th Street 
New York, N. Y. 


This is a group practice health center established in 
1951 to provide health and medical services to ambulatory 
patients. Approximately 40,000 members of the 26 
locals of the New York Joint Board of the Amalgamated 
Clothing Workers of America, CIO, and their wives are 
eligible for membership. About 33,000 persons have 
joined the plan; most of the 7,000 union members not 
participating reside outside the 5 boroughs in New York 
City, with several thousand living in New Jersey. The 
center is a cooperative project of the New York Joint 
Board of the Amalgamated Clothing Workers of 
America, CIO, and several organizations of manufac- 
turers in the trade including the New York Clothing 
Manufacturers’ Exchange. Union members and wives 
each pay an annual $10 fee to cover medical services and 
starting April 1953 employers pay one-fourth of 1 per- 
cent of payrolls. Until April 1953 members paid addi- 
tional charges for special services. The average cost per 
eligible person, during the fiscal year 1951-52, was $10.38. 


The first funds for the center were appropriated in September 
1947 from a joint union-employer fund collected for various health 
and welfare purposes. The New York Clothing Manufacturers’ Ex- 
change, representing employers, assigned their share in $1,000,000 of 
this fund for construction of a health center. Both the union and the 
employer representatives participated in the planning. Various busi- 
ness and medical authorities in New York City also assisted in setting 
up the program. Mr. David Dreschler, counsel to the New York 
Clothing Manufacturers’ Exchange served, and continues to serve, as 
counsel without remuneration. 

Since the center could not be set up under the then-existing State 
law, special enabling legislation was passed in 1949 authorizing the 
establishment of the center as a membership, nonstock, nonprofit cor- 
poration. See exhibit A for comments of Mr. Dreschler on the previ- 
ous legal difficulties. Exhibit B contains the enabling legislation 
passed by the New York State Legislature. 


*Louis Hollander, President, Health Center, and Co-manager, New York Joint 
Board of the Amalgamated Clothing Workers of America, CIO; David Dreschler, 
Legal Counsel for the New York Clothing Manufacturers Exchange and the 
Health Center ; Morris Brand, M. D., Medical Director. 
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BASIC OBJECTIVES OUTLINED BY PLAN 


1. Achievement of vigorous health for all members by combining 
- medical services for the ill and preventive medical care for those 
who are well. ) 

2. Maintenance of physician-patient relationship and of dignity of 
patient at all times. 

Criteria used in establishing center : 

1. Group enrollment.—Actuarially, this is a sound insurance principle and 
reduces the cost by spreading the risk. 

2. Prepayment of fee—Prepaying the fee assures the medical program of 
definite income, thereby assuring the members that service is available when 
needed, unhindered by a lack of funds in a moment of distress. 

38. Age and sew limitations —There should be no limitations because of age or 
sex. 

4, Service.—The program should provide service rather than payment (in- 
demnification), and the organization providing such service assumes the respon- 
sibility of establishing medical standards for its physicians and for the quality 
of care rendered. An indemnification program meets only part of the surgical 
and hospital expenses the member incurs. 

5. Unlimited service—Service should be available according to the patients’ 
needs and not be restricted by an arbitrary number of services or other limiting 
factors. 

6. Preventive medical care-——Members should have available to them and 
should be encouraged to undergo periodic health examinations and to participate 
in medical surveys, case findings and other preventive measures. Lack of atten- 
tion to an apparently insignificant illness may lead to a catastrophic or lengthy 
and even chronic illness, and possibly complete disability. Prompt attention 
leads to early diagnosis and early treatment and in most instances to the avoid- 
ance of more serious complications. 

7. Medical standards.—All standards for medical service and the selection of 
physicians of high caliber should be promulgated by a medical board. 


ELIGIBILITY 

Regular membership—Membership is limited to members of the 
26 locals of the New York Joint Board of the Amalgamated Clothing 
Workers of America. Participation by each local is dependent upon 
the acceptance of the plan by a majority of members in the local. All 
locals have elected to participate. Each member is assessed annually 
for membership dues, except those living in New Jersey for whom 
participation in the plan is voluntary. 

Dependents——Wives of members have been eligible on the same 
basis as members since March 1952. Children are not eligible, but the 
possibility of extending coverage to them will be considered. 


MEMBERSHIP 

The membership is composed of persons in various occupations in 
the clothing industry and is scattered throughout a large number of 
shops. 

Average annual membership.—During the first 12 months, an aver- 
age of 33,356 persons were eligible for services; and during the first 
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18 months (ending September 1952), an average of 32,468 persons were 
eligible. 

Total membership.—At the end of September 1952, 18 months after 
the center opened, the membership was 30,692. 


Sept. 30, 1952 





PO -nc0e. one tlee i, eeleh= oie See 30, 692 
EOTNDOLS cs. cee de ee 30, 039 
TV a ae ee a ge gee 653 


The low participation by wives is considered by the center officials to 
have resulted from the distances between the center and homes and 
from the low earnings of some members during 1952. 


METHOD OF FINANCING AND COST OF CARE 

Method of financing—The center facilities and equipment were 
purchased with funds, totaling $1,000,000, allocated to the New York 
Joint Board of the Amalgamated Clothing Workers of America and 
the New York Clothing Manufacturers’ Exchange from joint health 
and welfare funds. Such long-range expenses as replacement of 
equipment and provision against plant obsolescense are paid from the 
balance of the million dollar fund, now known as the general fund. 

Each member of the local is assessed $10 a year and an additional 
$10 if his wife participates. The employers agreed to pay one-fourth 
of 1 percent of the payroll, starting April 1, 1958. Prior to April 1, 
1953, nominal fees were charged for diagnostic and therapeutic radio- 
logical procedures, laboratory procedures (except initial screening 
laboratory examinations), physical medicine treatments, and medica- 
tion. Except for medication, all charges have now been eliminated. 

Operating expenses—Operating costs of the program, excluding 
depreciation, were about $480,000 during the first 18 months of opera- 
tion. Payments to the medical staff constituted about one-third of 
total costs; and salaries and fees of all the professional staff, about 
one-half of total operating expenses. 

Average annual cost.—The average annual cost, per eligible person, 
of providing health and medical services was $10.38 during the fiscal 
year 1952. The cost excludes any allowance for depreciation of plant 
and equipment. 


Average cost 


Apr. 1951-52 
Cost: per:elizible person. — 22. .< caide te eh -=— $0438 
JOSE. OCT VCO co ae ee 38. 60 


Payments to physicians.—Physicians received fees of $162,000 dur- 
ing the first 18 months of operation. The payment for general prac- 
titioners was $5 per hour and for specialists, $7.50 per hour. The 
average for all physicians on the center staff was $6.18 per hour. 
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SERVICES PROVIDED 


Preventive, general medical and specialist’s care is given at the 
health center. Services are provided only by appointment. A real 
problem has arisen from patients’ failure to keep appointments. Can- 
cellations and failure to appear range from 10 to 33 percent of all 
scheduled appointments, depending on such factors as the specialty 
involved, the weather, the industry’s activities, rapidity of the 
patient’s recovery, and the time lag between making the appointment 
and the date of service. Allowance is now made for unkept appoint- 
ments by adding 15 percent more appointments per session. A weekly 
review of the appointment schedule is used as a guide for the addition 
oi clinic sessions. 

At present there is no waiting period for general medical appoint- 
ments; for specialist care, an effort is made to provide service within 
a 2-week period. 

General medical and specialist care —Each new patient selects from 
94 general practitioners one who becomes his personal physician. The 
personal physician has general supervision of the health of those who 
select him, conducts periodic health examinations, arranges for con- 
sultations with specialists and for laboratory services when necessary, 

coordinates their findings, and interprets them to the patients. 

Patients are encouraged to have a complete physical examination 
during their first visit or to make a definite appointment for return 
for an examination. Thereafter, a periodic physical examination is 
given at the patient’s request. It includes a photofluorogram of the 
chest, urinalysis, hemoglobin determination, serological test for 
syphilis, and cystological examination for cancer. 

Specialists on the staff represent all the major specialties includ- 
ing surgery, although only minor surgery is performed at the center. 
See exhibit C for a description of the specialists’ services provided. 

Ancillary services.—X-ray services include diagnostic X-ray ex- 
amination, with interpretation by a physician, and superficial and 
deep X-ray therapy. All standard laboratory procedures and physi- 
cal therapy, including various types of treatment and corrective ex- 
ercises, are available. 

Cooperative services.—Diagnostic and consultation services are pro- 
vided for members, with the results made available to the family 
physician, at the member’s request. 

_ The center issues a health education publication. A committee com- 

posed of representatives of the union and the center’s medical ad- 
visory committee is drawing up plans for a broader health education 
program. | 

Arrangements have been made with the Mount Sinai and Jewish 
memorial hospitals for the diagnosis and treatment of certain types 
of illness with radioactive isotopes. Surgical and orthopedic appli- 
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ances and hearing aids are available at special rates through arrange- 
ments made with one establishments. | 

The center provides counseling service and the assistance of a spa 
cal social worker to members in need of Ppa heen and other 
referrals. 

. Other services.—The sungiaae fills RUE ey at near cost. 
Members are entitled to indemnification for hospital costs and sur- 
gical fees from the nationwide amalgamated insurance fund estab- 
lished through collective bargaining. Physicians at the center, if they 
are chosen by the patient to provide the service, have agreed to accept 
the insurance payment for surgical services in the hospital. The 
center has arranged with several hospitals to accept assignment of 
the insurance indemnity as full or partial payment for hospitaliza- 
tion, thereby eliminating the need for members to make complete 
payment before reimbursement by the insurance fund. 

Services not. provided.—The center does not provide surgical or 
medical care in the home or hospital, hospitalization, dental care, or 
psychiatric treatment. | : 
FAcILities 

“The center owns and occupies a six-story building with 36,000 
square feet of floor space. The building is located near the union 
office and i is in the center of the men’s and boys’ garment district. Four 
floors : are now occupied. Extensive alterations were made to provide 
a modern building with 34 examining rooms and 60 dressing rooms. 
Special features include small waiting rooms and individual examining 
rooms. The pharmacy is located within the center. On June 17, 1953, 
the board of trustees of the center voted to spend $250,000 to equip one 
of the two additional floors that were available for expansion and for 
additional equipment in existing services. 

The clinic hours are 9:30 a. m. to 6 p. m. on Mondays through Fri- 
days and 9:30 a.m. to 12:30 p.m. on Saturdays. To the extent feasi- 
ble, the appointment schedule has been correlated with work activities 
of members. Wives are given appointments only during morning and 
mid-afternoon clinical sessions so that all evening and Saturday ap- 
pointments are available to a 


STAFF 

Administrative stafi—The administration of the center is carried 
out by a medical director and a business manager. The center has 
four secretaries, including a medical secretary in the radiology de- 
partment. The general clerical staff includes 1 receptionist, 1 regis- 
trar, 1 switchboard operator, 1 bookkeeper, 1 cashier, 1 stock clerk- 
messenger, | stock clerk-cashier, 2 appointment clerks, 3 station clerks, 
and 3 clerk-typists. 
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Maintenance of the center requires 1 a 3 porters, and 1 
maid assigned to the laboratory. 

Professional staff—As of September 1952, the center had 73 part- 
time physicians, including 24 general practitioners and 49 specialists. 
In addition to the staff physicians, the center employs the following 
full-time ancillary personnel: 4 registered nurses and 1 nurses’ aide, 
9 X-ray technicians, 2 registered laboratory technicians, 2 registered 
physiotherapists, and 1 physiotherapy aide, and 2 pharmacists. 

Medical records are kept by 1 supervisor assisted by a medical li- 
brarian, a medical stenographer, and 4 clerks. 

Physicians’ hours—The monthly hours of service per physician 
range from 4 to 76. During the first 18 months, physicians provided 
97,058 hours of service, 14,566 by general practitioners and 12,492 by 
specialists. Table 1 shows the number of physicians and the average 
number of physicians’ hours per week, by specialty. The need for 
flexibility in the session assignments and the necessity for keeping 
costs to'a minimum have made it premature to consider the employ- 
ment of full-time physicians or to guarantee retainers to the staff. 
When the program is stabilized and experience indicates a definite 
pattern of weekly or monthly utilization, recommendations for tenure 
will be made. 

Vualifications for physicians.—Physicians are appointed by the 
board of directors after recommendation by the medical advisory 
council. The medical advisory council has adopted the following 
standards for general physicians and specialists. “It is expected that 
each physician will maintain an active interest in the progress of 
medical science by attending approved postgraduate courses, clinical 
rounds and conferences at approved hospitals, and scientific meetings. 

“Fach physician must be a member in good standing of a medical 
society and is required to carry malpractice insurance.” Malpractice 
insurance must be $25,000/$50,000 minimum. 

A general practitioner must provide evidence that he or she— 

A. 1. Has completed a general rotating internship for a period of at least 1 
year in a hospital approved for a rotating internship by the American Medical 
Association. 

2. Has a staff appointment in the in- or out-patient department of a volun- 
tary or municipal hospital approved by the American College of Surgeons, or 


B. If not qualified in accordance with “A” above, equivalent qualifications 
will be evaluated on an individual basis. 


Each specialist shall provide evidence that he or she— 


A. 1. Holds a certificate issued by the examining board in the medical 
specialty, and 
2. Has an in- or out-patient staff appointment in the same specialty in a 
municipal or voluntary hospital approved by the American Medical Association 
for resident training in the specialty, or 
B. Holds an appointment as an attending physician or associate attending 
physician, or assistant attending physician (or equivalent rank) on the staff 
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of a hospital approved by the American Medical Association for resident train- 
ing in that specialty, or 

C. If not qualified in accordance with “A” or “B” above, equivalent qualifica- 
tions will be evaluated on an individual basis. 


UvinizaTION OF SERVICES 


Persons receiving care —A large proportion of persons eligible for 
care visited the center during the first few months of operation. 
Postponed care and the desire for medical checkups, coupled with 
the closing of most of the industry’s shops early in May 1951, were 
held responsible for the large initial demand for service. During the 
first 18 months, 46 percent of all eligible persons visited the center; 
as of September 30, 1952, 78 percent of the wives then enrolled had 
received care. 

Number of persons making first visits to the center, April 1951- 
September 30, 1952: 


Uetelise goed ts. bes ect tape eT tee nee reece 18, 495 
Mipinbereise i oh audi Sate be te et eel ee perme he 12, 988 
Wives.<since March 1062)... ee Se eS. 507 


The number of patients making their first visits to the center during 
each of the first 18 months is shown in figure 8. 


NUMBER OF PATIENTS MAKING. FIRST VISITS TO CENTER 


Sydney Hillman Health Center 
NEW YORK 
April 1951 - September 1952 


TOTAL PATIENTS, 13,499 
UNION MEMBERS . 12, 988 


. Wwivis 507 






3 


MEMBERS 


Number of Patients 


Figure 3.—Number of patients making first visit to center, Sidney Hillman 
Health Center, New York, April 1951—September 1952 


Source: Brand, Morris A., M. D.: The Medical Service Program of the Sidney Hillman 
Health Center of New York. Presented at annual meeting of the American Public Health 
Association, October 1952. 
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The concentration of the center patients in the older age groups is 
shown in table 2; 77 percent of the patients were over 40 years of age, 
as compared with 65 percent of the men and women over 40 of the New 
York Joint board. 

Total. services provided—During 18 months, 242,519 services were 
provided to the 13,495 patients, representing 18 services per patient. 
Each 1,000 eligible members received nearly 5,000 services per year, 
or 4,100 services if pharmacy prescriptions are excluded. 

Of the approximately 243,000 services, nearly 98,000 were physi- 
cians’ services. Each eligible person received, on the average, 2 
physician services per year; each patient received over 7 physician 
services per year. 

Diagnostic procedures totaled 81,000 during the 18-month period, an 
annual average of 1,665 per 1,000 eligibles. Ancillary therapeutic 
services were 22,000, or 445 per 1,000 eligible persons per year. 


Number of services 


Item Total, 1g | Annual rate 

months Be 1,000 

eligibles 1 
JM CTA CE ee ee ee ee eee, a a re, a oe eee oe 242, 519 4,979.7 
APINVSICIA Soe aa. aa ee SE eae ee eae eee 97, 938 2,010. 9 
Generalinediciness.-— Sa sta s. Soe ee ey Ee SS 46, 323 951.1 
Bwecialistst:..a 2 a gt ee De: ee Ee 1g ee Ee Bee oe ee ek De tt 51, 615 1, 059. 8 
DIACHOSTICHOEOCGUULES 2 oe seat ails as ily en ee Me ale ts as Pee ee he 81, 098 1, 665. 2 
Anrcilaryatherapelrtic Services =e 28. ao toe a no 2 ee es be eet 21, 672 445.0 


PP RCSCEID (IONS 25a Mee ee Be ED Fe Le eA pod Soe ie toe oe, De ade 41, 811 858. 5 
1 Based on average monthly eligibles of 32,468. 


Services by medical department—Of all services provided by phy- 
sicians during the first 18 months, 53 percent were provided by special- 
ists; during the last 6 months of that period, 56 percent were by ~ 
specialists. A breakdown of the number of services provided by 
month by specialists and by general physicians is shown in figure 4. 
The slight upward trend in the proportion of specialists’ services may 
arise from continuing treatment by specialists of patients with chronic 
disease. 

More services were provided by the eye department than by any 
other specialty, representing 14.8 precent of all specialists’ services. 
Interpretation of X-rays and services of an allergist accounted for 
14.3 and 138.4 percent, respectively, of all specialists’ services. The 
number of services and the number per 1,000 eligibles, by clinic or 
department, are shown in table 3. 

Services provided by ancillary departments.—About 9 percent of all 
diagnostic procedures were diagnostic X-ray examinations provided to 
about 15 percent of all eligible persons. Photofluorograms accounted 
for another 11 percent of diagnostic tests. Nearly 80 percent of the 
ancillary therapeutic services were physical therapy treatments. Deep 
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therapy was given about 4 times for every 1,000 eligibles and super- 
ficial therapy, 3 times for every 1,000 persons. Further details on 
diagnostic and ancillary therapeutic services will be found in table 4. 


ADMINISTRATION 

The center is administered by a nonprofit corporation setup under 
the laws of New York State. It is under the general supervision of 
the New York State Department of Social Welfare. ' 

During the first year, many important administrative procedures 
were established or amended as experience was gained from the center 
operations. Some of those decisions directly affecting the member- 
ship are summarized in exhibit D. 


GENERAL MEDICAL AND SPECIALIST SERVICES 


Sidnay Hillman Health Conter, New York 
April 1951 - September 1952 








Figure 4.—General medical and specialist Perse. Sidney Hillman Health 
Center, New York, April 1951—September 1952 


Source: Brand, Morris A., M. D.: The Medical Service Program of the Sidney Hillman 
Health Center of New York. Presented at annual meeting of the American Public Health 
Association, October 1952. 


Board of directors——TIwenty-one members, including 15 from the 
union and 6 representing employers, elected by the corporation com- 
prise the board of directors. The board is responsible for the general 
policy of the program, including election of the executive committee, 
designation of the medical director and the business manager, and ap- 
pointment of physicians from a list of nominees approved by the medi- 
cal advisory council. 
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Hxeecutwe committee—This committee consists of nine members 
composed of representatives of the union and industry, who act under 
authority delegated by the board of directors. 

Medical advisory council_—Nine physicians, including the medical 
director and two other physician members of the staff, make up the 
medical advisory council, which formulates standards, shale’ and regu- 
lations for professional and technical services at the center, reviews 
physicians’ qualifications, and recommends staff appointments. A 
summary of the activities of the council during the first year of the 
center’s operation is given in exhibit E. 

Medical director and busines manager.—Both are responsible to the 
board of directors for the joint administration of activities at the 
center. : 

Joint conference committee —Composed of members of the execu- 
tive committee, 3 members of the medical advisory council, the medical 
director and 2 staff physicians, the joint conference committee func- 
tions as an appeal forum to discuss medical matters affecting the center. 
The recommendations of the committee are referred to the board of 
directors for action. 

Medical conferences are held 8 to 4 times a year to give ste medical 
and administrative staffs an opportunity to review and evaluate past 
experience and to discuss problem areas. 

Chiefs of clinics —Three of the internists on the staff are designated 
by the medical director to be responsible for clinic sessions, to be avail- 
able for conferences on diagnosis and treatment and for emergency 
consultations, and to act as substitutes for general practitioners unable 
to attend fad sessions, 

One clinic chief is responsible for reviewing the medical charts a the 
previous day’s sessions for the purpose of evaluating the services 
rendered. Also, activities of physicians newly appointed to the staff 
are reviewed daily and findings discussed by the medical director with 
the physician. 

In the opinion of the medical director, the clinic chief system has 
proved most useful. From September 1951 to September 1952, the 
clinic chiefs performed 17,873 services, including 7,300 chart reviews, 
3,700 conferences with physicians, and 2,100 urgent consultations. 


RECORDS AND RESEARCH 

Funds for research at the center were received from the New York 
Joint Board ($250,000) and from the Sidney Hillman Foundation 
($50,000). 

The research activities at the center are directed primarily toward 
determination of essentials for health rather than the causes of illness. 
To date, the principal project has been a study of the relationship of 
dietary and ethnic background to the occurrence of arteriosclerosis. 
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OTHER HEALTH AND WELFARE BENEFITS 


Services at the center are suppleinented by the union’s social in- 
surance program under collective bargaining. 

Hospitalization.—Nine doliars a day up to 31 days for sickness and 
up to 62 days for accidents. . 

Surgery.—Up to $200. 

Sick leave-—Twenty dollars 2 week up to 13 weeks for sickness and 
up to 26 weeks for accidents. 

Maternity benefits—One hundred dollars. 

Life insurance.—Five-hundred-dollar policy. 

Retirement.—F ifty-dollar pension at age 65, in addition to benefits 
under old-age and survivors insurance. 


VARIOUS EVALUATIONS 


In April 1952 the New York State Department of Social Welfare 
reported on the findings of a survey made of the health center. The 
survey revealed that “. .. all departments were functioning efli- 
ciently and with a degree of coordination that indicated careful plan- 
ning.” With respect to the professional care of patients the report 
stated : “The provision of well-qualified staff and an appointment sys- 
tem which enables the physician to devote sufficient time to each pa- 
tient supply the basic requirements for a good medical care program.” 
The center building and the equipment were favorably noted. The 
complete text of the department of social welfare’s report is contained 
in exhibit F. 

The president of the New York Clothing Manufacturers Exchange 
wrote in 1952: “The Sidney Hillman Health Center is everything 
good that is said of it in other pages of this book (Health Security 
by Union Action, 1952)—a memorial to a great man who would value 
its humane work more than the personal tribute to his name engraved 
on its wall. . . . The ill face their lot with erect self-respect knowing 
that they will receive the best that medical science can provide and 
that it is their due.” 


Exhibit A.— Statement by David Dreschler, general counsel, New York Clothing 
Manufacturing Exchange and counsel for the Sidney Hillman Health Center 
of New York . 


The history of the Sidney Hillman Health Center will be one of interest not 
only to the sociologist, viewing it as one more step made jointly by the New York 
joint board, the Amalgamated Clothing Workers of America, and the New York 
Clothing Manufacturers Exchange, in the field of social welfare, but also to 
the student of statutory law. 

When the idea of a health center was conceived, it was assumed that it would 
be necessary merely to buy or erect a building, equip it with medical apparatus, 
and engage doctors to treat union members coming under the jurisdiction of 
the New York joint board. 

It became clear to me, however, after conferences with the Attorney General 
and the board of social welfare, that the laws of New York State governing 
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institutions which provide medical services had not been written to accommo- 
date the organization of the contemplated health center. Research disclosed 
that: 

1. It was impossible to organize the center as a membership corporation be- 
cause a health center was not specified in the membership corporation law as 
one of the institutions which could be so organized. 

2. The center could not function as an unincorporated association because 
that would have constituted an unauthorized practice of medicine. 

3. Nor could it be established as a dispensary under the social welfare law 
because of restrictions concerning the source of funds to operate the center. 

There was only one recourse left to us—special legislation. The New York 
State Legislature was requested to create, by legislative act, a membership cor- 
poration under the name of the Sidney Hillman Health Center, Inc., which would 
be empowered to provide health services for union members... 


Source: New York Joint Board, Amalgamated Clothing Workers of America: Health 
Security by Union Action, (May) 1952, pp. 1-62. 


Exhibit B.—New York State Legislature special enabling act; became law April 
13, 1949, Sidney Hillman Health Center of New York 


Section 1. Louis Hollander, Anthony Froise, Abraham Miller, Murray Wein- 
stein, William P. Goldman, Isidore Grossman, Julius R. Levy, and Isidore Wol- 
rich, all being of full age, citizens of the United States and residents of the State 
of New York, are hereby constituted a body corporate in perpetuity, by the name 
The Sidney Hillman Health Center, Inc., as a membership, nonstock corporation 
to be operated exclusively for the objects and purposes hereinafter set forth. 

2. The objects and purposes of the corporation shall be: To establish and main- 
tain a health center to furnish any or all of the following: medical care, surgical 
care, optical and dental examinations, medical diagnosis, medical advice and 
treatment, medicine and apparatus, and other health services to ambulatory 
patients, all through duly licensed physicians, or in the case of optical exami- 
nation, through duly licensed optometrists. The corporation shall furnish such 
care, treatment, services, and supplies only to employees covered by collective 
bargaining agreements between the New York Joint Board of the Amalgamated 
Clothing Workers of America (a labor organization affiliated with the Congress 
of Industrial Organizations), and the New York Clothing Manufacturers’ Ex- 
change, Inc. (a membership corporation composed of manufacturers of men’s 
and boys’ clothing), and to employees covered by collective bargaining agree- 
ments between said labor organization and various other employers or associ- 
ations of employers, either gratuitously or for a compensation determined without 
reference to the value thereof. Such health centers shall not be established and 
maintained in the State of New York without the prior written approval of the 
state board of social welfare as to the adequacy of the facilities and standards 
of care of the health center, including adequacy of personnel, and such health 
eenter when established shall be subject to the supervision, visitation and in- 
spection of the state board of social welfare. No part of the activities of the 
corporation will be carrying on propaganda or otherwise attempting to influence 
legislation. 

3. The corporation hereby formed shall possess all the powers which by the 
general corporation law are conferred upon corporations and in addition thereto 
shall have all the powers and be subject to the restrictions which now or hereafter 
pertain by law to a membership corporation created by special law so far as the 
same are applicable thereto and not inconsistent with the provisions of this act. 

4, The territory in which the operations of the corporation shall be principally 
conducted is New York City. 
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5. The principal office of the corporation shall be located in the county and vity 
of New York. 

6. The persons named in the first section of this act will constitute the first 
board of directors and the first members of the corporation. They, or a majority 
of them, shall hold a meeting and elect officers and adopt bylaws. The bylaws 
may, among other things, prescribe the number, qualifications and functions of 
the corporation’s members and the manner of their selection; the number and 
qualifications of directors who shall manage the affairs of this corporation, pro- 
vided that the corporation always shall have not less than 7 directors, of whom 
at least 1 shall at all times be a resident of the State of New York; the manner 
in which vacancies among the members, directors and officers, however caused, 
shall be filled ; the method of amending its bylaws; and any other provisions for 
the management of the affairs of the corporation. The bylaws may provide for 
the appointment by the board of an executive committee of the board and shal 
define the powers of such executive committee. 

7. This corporation is not organized or created, and shall not be piathened, 
or operated, for private gain or personal or pecuniary profit or benefit. The 
income and the property of the corporation from whatever source derived shall 
be applied solely toward the promotion of the objects of the corporation as above 
set forth; and no portion thereof or of the net income or earnings of the corpora- 
tion shall be paid or transferred to or inure to the profit or benefit of any member, 
officer, director, or employee of the corporation or any private individual pro- 
vided that nothing herein contained shall prevent the payment in good faith of 
reasonable and proper remuneration to any member, officer, director or employee 
of the corporation or to any other person for any services actually rendered to the 
corporation or the payment of interest on money borrowed. : , 

8. The funds of the corporation shall be derived from one or more of the fol- 
lowing sources: funds furnished by employers through the Sidney Hillman Health 
Center fund which is organized and operates under an agreement and declaration 
of trust, dated as of October 8, 1947, funds furnished by the New York Joint 
Board of Amalgamated Clothing Workers of America; payments made to the 
corporation by employees covered by collective bargaining agreements mentioned 
in section two of this act for care, treatment, services and supplies furnished 
them by the corporation, the amounts of said payments in no event to exceed 
the cost to the corporation. 

9. This act shall take effect immediately. 


Source: New York State Laws, 1949, chapter 584. 


Exhibit C.—Specialist services provided at Sidney Hillman Health Center, 
New York 


Internal medicine.—Diagnostic and therapy services; consultations with gen- 
eral practitioner on cases not responding to treatment. 

Surgery.—For cases not requiring hospitalization. 

Respiratory.—Early detection of such illnesses as bronchial asthma, pleurisy, 
lung abscesses, tuberculosis and cancer; treatment of minor illnesses. 

Diabetes.—Detection, treatment, and instruction of patient in diets and use of 
insulin and proper care of self. 

Gastroenterology.—Diagnosis and treatment of patients with disorders of the 
digestive system; any major disorders referred by general slated cial to 
specialist. 

Cardiology.—Diagnosis and treatment of heart disorders, with instructions 
on proper living habits. 
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Ophthalmology.—Eye tests and prescriptions for glasses when needed. ‘This 
is one of the most frequently used departments at center because good eyesight 
is especially important in this industry. Close relationship is maintained with 
other departments since conditions of eye are often found to give clue to health 
defects, such as diabetes and high blood pressure. 

Allergy.—Diagnosis and treatment. Workers in clothing industry are said 
to develop frequently allergies to dust, wool, and machine Oil. 

Otolaryngology.—Diagnosis and treatment of ear, nose, and throat disorders. 
This is considered an important function of center. Experience at center indi- 
cates that most patients with hearing defects can be relieved. 

Psychiatry.—Consultation services only; outside referral for treatment. 

Physical medicine and rehabilitation—Treatment of muscular defects re- 
sulting. from accident or disease. Service is very important to workers in 
clothing industry where maintaining same position for long period and repeti- 
tion of a particular motion tends to cause musculoskeletal defects. 

Dermatology.—Diagnosis and treatment including use of X-ray and lamp 
therapy. 

Orthopedics.—Diagnosis and treatment including use of deep X-ray therapy 
and appliances. Such services are frequently requested by workers whose work 
is of repetitive nature. 

Proctology.—Diagnosis and treatment. Proctologist frequently consults with 
stomach specialists, gynecologist, and general surgeon since work is closely 
allied. 

Urology.—Diagnosis and treatment including X-ray as well as urinalysis. 

N eurology.—Diagnosis and treatment of abnormalities resulting from disease 
or injury; referral to psychiatrist if pyschological disturbance is indicated. 

Peripheral-vascular diseases.—Diagnosis and treatment including minor sur- 
gery. Most frequent ailment is varicose veins; others include hardening of 
arteries in legs and inflamation of arteries or veins. 

Gynecology.—Diagnosis and treatment. Gynecological examination part of 
general physical examination for all women visiting center. 


Source: New York Joint Board, Amalgamated Clothing Workers of America: Health 
Security By Union Action, (May) 1952, pp. 1-62. 


Exhibit D.—Administrative procedures established and amended during first 
- year, Sidney Hillman Health Center of New York 


1. A decrease in the charge for physical therapy treatments, drugs, X-rays, 
and laboratory services. 

2. The elimination of charges for minor surgery, biopsies, and tissue examina- 
tions. 

3. Improvement of the appointment system. 

4. Revision of the Sidney Hillman Health Center membership card for 1952. 

5. Revision of the allergy clinic procedures and method of charging. 

6. Arrangements were made with the Mount Sinai and Jewish Memorial Hos- 
pitals for the diagnosis and treatment of certain types of illness with radio- 
active isotopes. 

7. Arrangements were made for our members to purchase surgical and 
orthopedic appliances at special rates. 

8. Discussions are in progress to facilitate admission of our members to 
hospitals. 

9. Arrangements have been made to have electroencephalograms performed 
for the members at hospitals and by specially trained physicians at reasonable 
rates. 
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10. The joint board’s arrangement for admission of members to the Deborah 
Tuberculosis Sanatorium has been incorporated in the center’s referral pro- 
gram. 

11. A working rapport has been established with the Altro Rehabilitation 
Service for referral of cardiac and tuberculosis patients for rehabilitation. 

12. In order to assist those members who have difficulty in paying for medica- 
tion and procedures, arrangements were made to accept part of the fee on account 
and for the payment of the balance on future dates. At the period ending 
March 31, 1952, a total of only $480 remained as accounts receivable. Experience 
had demonstrated that the members owing money will as a rule repay it as 
soon as they find it possible to do so. 

13. Arrangements have been made with the hearing aid division of the Zenith 
Radio Corp. to provide Zenith hearing aids to our members at a special cost— 
after our otologists recommend referral for this appliance. 


Source: Annual Report of the Medical Director, Sidney Hillman Health Center of New 
York, April 15, 1952. 


Exhibit E.— Activities of Medical Advisory Council during first year of 
operation, Sidney Hillman Health Center of New York 


~The council held 10 meetings. Major subjects acted upon include 
the following: 


1. Adopted rules of conduct governing the activities of the council. 

2, Elected officers of the council. 

3. Determined the scope of services. 

4, Adopted professional standards for general physicians, specialists, and 
consultants. | 

5. Approved the physician’s application form. 

6. Adopted standards for comprehensive health examinations. 

7. Assisted in the determination of fees for physicians’ services. 

8. Reviewed physicians’ applications. 

9. Adopted the policy that staff physicians accept the Per insurance 
fund’s schedule of fees for services performed outside the center to members and 
their enrolled wives. 

10. Adopted a policy of impartial referrals of patients for services to be per- 
formed outside the center. 

11. Determined extent of deep X-ray treatments to be rendered in the center. 

12. Recommended that the pathologist be placed on a retainer basis. 

13. Adopted a policy regarding performance of surgical procedures in the cen- 
ter or doctors’ offices. 

14. Adopted recommendations for performance of electrocardiograms, gold 
injections, bronchograms in the center. 

15. Adopted a policy regarding the responsibility of physicians for referring 
patients for comprehensive examinations and laboratory screening tests. 

16. Adopted a policy of numerical coding of diagnoses. 

17. Adopted a policy regarding the charges to be made by the staff for first- 
aid treatment to compensable cases. 

18. Recommended a cancellation fee when the center cancels a physician’s 
session. 

19. Adopted a policy as it applies to the collection of more than one indemni- 
fication fee for surgical procedure. 


Source: Annual Report of the Medical Director, Sidney Hillman Health Center of New 
York, April 15, 1952. 


130 


Exhibit F.—Findings and recommendations resulting from a survey by State 
of New York Department of Social Welfare, April 9, 1952, Sidney Hillman 
Health Center of New York 


' Administration: We found all departments were functioning efficiently and 
with a degree of coordination that indicated careful planning. Effective pro- 
cedures have been worked out so that any patient visiting the health center is 
able to derive maximum benefit for the time expended. 

We were interested to learn that the board of directors has extended the 
privilege of use of the health center to the wives of workers in the men’s cloth- 
ing industry. ‘_We were also interested to note the degree to which the health 
center has been able to cooperate with workers who are under the care of private 
physicians. We refer to the policy of making diagnostic services at the Sidney 
Hillman Health Center available for patients who are receiving their medical 
care under private auspices and furnishing reports to the physicians involved. 
In general, administration and supervision were found to be good, and there 
is every indication that both professional and clerical staffs are united in an 
endeavor to give good care to those who are eligible to attend the Sidney Hillman 
Health Center. 

Professional care of patients: The medical advisory council of the health cen- 
ter has given effective guidance to the board of directors by providing standards 
for the appointment of physicians and specialists to the staff. The provisions of 
well-qualified staff and an appointment system which enables the physician to 
devote sufficient time to each patient, supply the basic requirements for a good 
medical care program. Diagnostic and therapeutic facilities are suitable to 
the program of the health center and qualified technicians are employed in all 
special departments. 

Nursing supervision is good and nursing coverage was adequate at the time 
of our visit. Any marked rise in daily attendance, particularly an increase in 
female patients, would seem to necessitate additional nursing personnel, 

In general, well qualified staff are available in all fields contributing to a good 
health program, with the exception of medical social service and we under- 
stand that this service is to be added. 

Plant and facilities: The Sidney Hillman Health Center Building has been 
successfully remodeled for its present needs and careful consideration has been 
shown for the comfort, privacy and convenience of patients. Modern furnish- 
ings and attractive colors contribute to a pleasant environment. All equipment 
is new and excellent in quality. Cleanliness and order are well maintained. 


Source: New York Joint Board Amalgamated Clothing Workers of America: Health 
Security by Union Action, (May) 1952, pp. 1-62. 
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Table 1.—Number of physicians serving at center and hours of service, by 
specialty, Sidney Hillman Health Center, New York, September 1952 


Average Average 
epe mene pee sp iene 
er 0 of hours * er O of hours’ 
Specialty physi- | per phy- Specialty -| physi- | per phy- 
cians sician cians sician 
per week : per week 
General medicine_._.-.....----- 24 5s ‘it Orthopedicste-—. 22 2h eerie 5 4 
ANOnOy nee ae a ee 2 416 || Otolaryngology__...-=.=---4-.-. 4 3 
Cardiglogyntscescs sesso cesese. 2 2 Peripheral-vascular____...--.-.- 2 2 
Sta s€ cerha. ir tod wy 24 aga 2 214 || Physical medicine and rehabili- 
Dermatology =.-------2..5-5.55 1 5% COMO sc eee a eee 3 8 
Dighetes G20) Sash ke ate G 3¥o: || Proctology wii Oe Bees 2 3 
Gastroenterology_-...--.------- 2 Psyeniathy.- 2-2-5220 per ere yt 1 1% 
General surgery.----.-------.-- 1 2 Bocialthvyoiene!-. +=. -- 225. 1 1 
Gynecology .. ..24--s2s-s-ccse2. 1 3 Rai Ologysg ees e. eee ht 3 if 
Internal medicine__.....--.---- 3 23 RaAcOLMerapy c2s52ssse2sceseee 1 1% 
Neurology! 2: 2055 222 ER RE 2 Sh th Urology 2 iL5..2 Vile iL Ike 2 (6) 
Ophthalmology__--_------------ 6 8 Patholoty=--_-<--22525.22-—.22_= 1 2 


Source: Sidney Hillman Health Center of New York, 1953. Unpublished data. 


Table 2.—Age and sex of patients at Sidney Hillman Health Center,’ New York, 





1952 
Total Males Females 
Age group Pas ae, Se ae 
Number | Percent | Number |} Percent | Number | Percent 

AIT Ap GSE e 2: Lan Sie he 1300 R\2-Sescao ce OLS he ee eee SS ae a a 

Relow 20." osc oa ciu sae snseadatsenee sense 2 (2) 0 |i. 2 (2) 
O05 Beene tt. Se. ee AP 35 2.8 72) 23 14 3.6 
IG S02. Ste ee SEA Fis eee 74 5.8 49 5.3 25 6.8 
Stash etl she Oe ei eee eee eee 77 6.0 56 6.1 21 5.6 
By a lo de meetin Ree ten ianh cape na Abscess 112 8.5 81 9.0 31 8.2 
Al—45:°" 2 Seoesiectee es ater. dant 93 G2 56 6.1 37 9.7 
AG eb) Me oo se Sa aera BOE eee Peles 126 9.8 63 7.0 63 16.5 
HRS A 2 ee ee ee Ba ak 177 13.8 108 a. 7 69 18.1 
5G s60 Pa es Ee ek a 239 18. 2 177 19. 2 62 16.3 
Ces oes LS IS Soe Ee a OR ts he So eg A, 198 15.3 158 Wee 40 10.5 
COS ic aa atc b alc ee NM te Bel sa a ia ns 127 9.8 114 12.4 13 8.4 
Vitis 52 eee see ee ee. Wee 35 2.8 30 ous 5 3 
a5 seks Bsc e 


OOP 76.2 ins. Bicssece me casceucadegadt 5 (2) 5 





1 Based on asample survey. 
2 Less than 0.5 percent. 


Source: Brand, Morris A., M. D.: The Medical Service Program of the Sidney Hillman Health Center of 
New York. Presented at annual meeting of American Public Health Association, October 1952. 
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Yable 3.—Number of physicians’ services provided, by department, Sidney 
Hillman Health Center of New York, April 1951—Sept. 30, 1952 


Number of physicians’ services 

















First 12 months First 18 months 
Stem of operation of operation 
Annual rate 
Total che Total | per 1,000 
eligibles 2 

Physielans’ serviees, total. .........-4<.--23233}- 62, 818 1, 883. 3 97, 938 2, 010. 9 
@eneraltmedicine.2-. 216s) see Ss. esti i.e 30, 972 928. 5 46, 323 951.1 
Specialties -totalwei. 52.35.5222. 2 S558 Sel. 31, 846 954. 7 51, 615 1, 059. 8 
soa ele beetles: elena Mh ah hid dieting. cen hecalieellie t 3, 318 99. 5 6, 964 143. 0 
GardiGlooyas seis Nee ys oss eth ae esse stt 561 16.8 880 18.1 
ae a i i at OE a A oa ce ns a 155 4.6 246 5.1 
Diermntowe ye 23. ook ea Se we fe 28 8588 1, 594 47.8 2, 366 48.6 
NSTC Gee iy ihe es EE ed sr 775 23. 2 1, 225 25. 1 
Electrocardiography readings. .......--.----------- 8, 573 107.1 5, 540 113.7 
Gastromtbestinals S22 5... 2S Sees eh 8 210 6.3 402 8.3 
GEy ME COLOR yee Sn a Se 55 2 52 5 560 16.8 953 19.6 
inpennalemedieim@=s-2 922-442-256 s eek en sao oe eeee 383 11.5 645 13.3 
Medical“"L) \(autiinetic) << 225. 22. 2225-523 55st 259 7.8 412 8.5 
INCHEODSVCINA UY enc ao 2c oon asec sce ssc ces tecs- 720 21.6 lea 24.9 
ie aie, OA 8 os, cette te ts de 4,754 142. 5 7, 669 157.5 
Optnopedicses! <2<2 2255-2 eae ese cae ceeases a 1, 329 39.8 2, 343 48.1 
OHUGNST VP OIORN oat Sst ae cewn seek otdae te 2, 969 89.0 4, 483 92.1 
Orie HeEt-VONCOIAL 6 ooscen5a5 eS ceeene ceeewscess 434 13.0 663 13.6 
Physical medicine consultations only__.....--.---_- 1, 822 54.6 2, 796 57.4 
Re a ee Sane Sa ane aan ndsdedciawe ne 1, 040 31.2 1, 531 31. 5 
Ra diolosy, ciasnostien.. 2-2. 0 soos es ae ose che) 4, 739 142.1 7,416 152.3 
Roentgen therapy consultation._....-.......-.----_ 62 1.9 86 7, 
SUMO CInypseene ree eine Se PEAS oi Berek ao ee 1,071 Byatt 1,535 81.5 
Win lOmiyes= ho Se es 2 ps ee SS Sk 1, 518 45.5 2, 249 46. 2 





1 Based on average of 33,356 eligible persons during first 12 months of operation. 
2 Based on average of 32,468 eligible persons during first 18 months of operation. 


Source: Brand, Morris A., M. D., The Medical Service Program of the Sidney Hillman Health Center of 
New York. Presented at American Public Health Association annual meeting, October 1952. 


Table 4.—-Number of diagnestic and ancillary services provided, Sidney 
Hillman Health Center of New York, April 1951—Sept. 30, 1952 





Number of services 





First 12 months of First 18 months of 





tiem operation operation 
Annual rate 
Total ree Total per 1,000 
8 eligibles 2 
Diagnostic procedures: 3 
Koray OxAimina blOnSeassi a. Wa Ses sce hse se sl aeaees 4, 678 140. 2 7, 416 152. 3 
Laboratory: 
Beasalhimetabolismes 2-2 sso5< os Sects eens 185 5.5 314 6.5 
WlCGErOCAT@IOONAING 2. 2 ea ec oscccs sce ecccen] 3, 557 106. 6 5, 540 113.7 
@hemistry, urinalysis, 6bC22=.242.24ecc2s esc 2.2 36, 433 1, 092. 2 58, 868 1, 208. 7 
IPHOLOnmonOeraImSe. 22255. cessade seesaw fos ece 6, 374 LO 8, 854 181.8 
LES LGINS |e Seer awe oe ee Ne Se 79 2.4 106 262 
Ancillary therapeutic services: 
mjeCHOUSH Dy MUNGC=. 22-2 2 lane oe eos eee once as 1, 832 54.9 3, 892 79.9 
Physical therapy and rehabilitation._-.--------.--- 11, 067 331.8 17, 437 358. 1 
X-ray therapy: 4 
Suen Clie wane een a ese Sas ee ek Se 51 1.5 138 2.8 
[DEC Peete sees eee: cus cee Soe aoeeee 127 3.8 205 4,2 
UO To | eee Le ene ee eee ae ee 26, 435 792. 5 41, 811 858. 5 


1 Based on average of 33,356 eligible persons during first 12 months. 

2 Based on average of 32,468 eligible persons during first 18 months. 

3 Excludes electrocardiography and X-ray readings; these are included in physicians’ services. 
4 Services started October 1951. 


Source: New York Joint Board, Amalgamated Clothing Workers of America: Health Security by Union 
Action. May 1952; Brand, Morris A., M. D., The Medical Service Program of the Sidney Hillman Health 
Center of New York. Presented at American Public Health Association Annual meeting, October 1952. 
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Union Health Center* 
International Ladies’ Garment Workers’ Union* 


275 Seventh Avenue 
New York I, N. Y. 


First of the International Ladies’ Garment Workers’ 
Union (A. F. of L.) health centers, the New York center 
was established in 1913. The center provides unlimited 
health services to ambulatory patients who are members 
of 27 International Ladies’ Garment Workers’ Union 
locals in New York City area and limited services for 
their dependents. During 1952, 201,200 members were 
eligible for service. 

The program was union sponsored and was originally 
financed by locals with payments from membership dues. 
Since 1945 the services have been financed with funds re- 
ceived for health and welfare benefits under collective 
bargaining agreements. Average annual cost for medi- 
cal services was $6.27 per member in 1952. 


In 1910, sanitary conditions in the garment trades were a major 
issue in a general strike of cloak and suitworkers in New York City. 
Peace was established by the Brandeis’ award which provided for 
preferential union shops and a joint board of sanitary control, repre- 
senting manufacturers and union leaders. Subsequent investigation 
by the New York State Factory Commission, revealed a poor state of 
health among garment workers. These findings were substantiated 
by a United States Public Health Service study by Dr. J. W.. 
Schereschewsky. 

To meet the health needs of garment workers, the Union Health 
Center was established by union leaders in cooperation with Dr. 
George Price, who served as director until 1942. The present director, 
Dr. Leo Price, succeeded his father at that time. 

The original center occupied 2 rooms and 1 physician was in attend- 
ance several hours a day. The program was incorporated in 1917 and 
was granted a New York State license in 1930. 


Basic OBJECTIVES OUTLINED BY PLAN 
Original objectives to which the center still adheres: 


1. To furnish abundant medical care to members of the industry who, because 
of their low earning capacity, are unable to pay for good medical care from a 
private physician. 


*David Dubinsky, President, International Ladies’ Garment Workers’ Union; 


Joseph Breslaw, Chairman, Board of Directors; Frederick F. Umhey, Secretary, 
Board of Directors ; Leo Price, M. D., Director. 
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2. To examine all candidates for membership in the union. 

3. To supervise the medical aspects of the sick-benefit systems. 

4. To act as the health education department of the union. 
ELIGIBILITY 

Most locals require 6 months of membership in the local. Depend- 
ents of members are eligible for care at moderate fees, e. g., $1.25 per 
physician visit. 

At one time the center had arrangements to provide services to 
members of other unions, but the practice was discontinued a few 
years ago when demand for service to members increased. 


MEMBERSHIP | 

During the calendar year 1952, an average of 201,200 persons, mem- 
bers of more than 25 International Ladies’ Garment Workers’ Union 
locals, were eligible for services at the center. The typical establish- 
ment in which members work has about 50 employees. Work is sea- 
sonal and the industry is highly competitive with the possibility of 400 
to 500 failures yearly. 

Seventy-five percent of the union members are women and a large 
percentage of the membership is in the older-age groups. A study 
made available in 1952 showed that 53 percent of the female New York 
members and 75 percent of the male members were over 40, as com- 
pared with 40 percent of the general population over 40 years of age. 
Further breakdowns of the age and sex groups show that 50 percent 
of the men and 26 percent of the women in the New York Inter- 
national Ladies’ Garment Workers’ Union locals are over age 50 and 
that 23 percent of the men and 6 percent of the women are over age 60. 


MetHop OF FINANCING AND COST OF CARE 

Method of financing —Kach participating local assumes financial 
responsibility for the medical services provided to its members and 
pays for them from collective bargaining funds. The local is charged 
approximate cost, according to a fee schedule, for each service ren- 
dered. The patient pays moderate fees for prescriptions filled at the 
center’s pharmacy and for care of dependents. 

Since July 1, 1952, all members have been entitled to unlimited 
medical service without charge; prior to that date, each member was 
entitled to a specified amount of credit for services at the center, the 
amount varying among locals. Throughout the years, credits were 
increased from around $5 to $30 annually. 

During the 3-year period 1947-49, approximately 77 percent of the 
center’s income came from fees ae by the locals, on behalf of mem- 
bers, from union-administered health and welfare funds; the balance 
came from cash fees for services and drugs, paid by members and their 
dependents. The center estimates that members’ payments for care 
of dependents and for prescriptions will amount to less than 5 per- 
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cent of total income now that all union members are eligible to receive 
full services without charges. 

Operating costs—Operating costs during 1952 including admin- 
istrative expenses, building upkeep and depreciation, were as follows: 


Se@rat “Ex Meadilares, eee $1, 484, 051 
Precicuunservicess 26.5 Fee Su eyed olor 1, 260, 651 
Sickibenelitidepartments tocto;l) w.9 woe ek ek 146, 100 
ALE Oa Se SE RE CDS a eae ee eee ee 77, 300 


Average cost per member—tThe average cost of the program per 
eligible member in 1952 for medical services, drugs, and processing of 
sick benefit claims was $7.38; for medical services only, the average cost 
per member was $6.27. Included in these figures is the cost of service, 
provided at moderate fees, to 3,600 dependents who were patients at 


the center during the year. 


- Average cost per 
Item: member, 1952 





TL te Ds Be IIE Geel So A) eT ca cee $7. 38 
ee er rl Cr 8 SEA ne A NIA ah Sth Si Sb 6. 27 
Services for sick benefit claimants_____________--______________ Re 
P Wermiucy pT eSeripione.tjs052 hs se eee he es .38 


Average cost per service and per patient.—The average cost of each 
medical service was $2.39 during 1952. The average cost of medical 
services for each patient (members and dependents) was $25.77. Med- 
ical services exclude pharmacy prescriptions and the cost of sick 
benefit certification. Including the cost of sick benefit certification, the 
cost for each member-patient was $28.97. This is the cost for which 
the local is billed; among the locals, the cost per member-patient 
ranged from $18.83 to $46.32. . 


Average cost per 


Item: service, 1952 
Medical:services:;(at Celiter a ciecl A0- ds circ ee ee eee eek $2. 39 
pice beneut Claims (per service) —.... sn nae es 2.40 
Pharmacy (per prescription) __.._____ itt a A ai ee aera .o2 


Payments to physicians.—F ull-time and part-time physicians are 
paid on an annual basis, which includes payment for holidays, vaca- 
tions, and sick leave. In addition, they receive employer-paid hos- 
pitalization insurance. 

Physicians on an hourly basis receive $5 to $7.50 per hour although 
a few physicians who are chiefs of specialty services receive more 
than twice as much. 


SERVICES PROVIDED 


The center provides diagnostic, preventive and general and special- 
ist medical care to ambulatory patients, and is responsible for process- 
ing of sick-benefit claims to be paid from union health and welfare 
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funds. See exhibit A for a detailed eseulpiien of the services pro- 
vided at the center. 

General medical and specialist care.—EKach new patient at the cen- 
ter is given a thorough physical examination with urinalysis, hemo- 
globin determination, blood serology, and miniature chest X-ray. 
The same examination is given annually as patients return to the 
center. A physician reviews the findings, explains them to the patient 
and determines treatment, referring the patient to other departments 
if further diagnostic tests or special treatments are necessary. The 
same physician coordinates the findings of these other departments. 

The center has physicians in all the major specialties. Close atten- 
tion is given to the care of chronic diseases, especially those afflicting 
older persons. For a complete list of medical specialties see table 1. 

In 1950, the center established a followup department which keeps 

in touch with members found to have serious conditions and arranges 
for care at the center or assists in arranging for services through 
other facilities in the community. 
_ Ancillary services——Laboratory services are provided upon the 
request of the attending physician. They include, in addition to the 
procedures given in the initial examination, hematology, sedimenta- 
tion rate, blood chemistry studies, gastric contents and feces analysis 
for occult blood and parasites, examination of bacteriological smears 
for tuberculosis, gonorrhea, trichomonas vaginalis and vaginitis. De- 
termination of basal metabolic. rates by “the oxygen consumption 
method was replaced by the radioactive isotope (iodine uptake) method 
on May 18, 1953. Other diagnostic services include audiometer, basal 
metabolism, and electrocardiography. © 

Miniature chest. X-rays are made during the patient’s first visit to 
the center and annually thereafter for patients returning to the center. 
The center is equipped to give both superficial and deep X-ray therapy. 
Physiotherapy treatments are given to all patients needing such care; 
it is widely used as a measure to bring a in numerous chronic con- 
ditions encountered. © 

Cooperative services—The center has always maintained a health 
education program. During the early years of the center, staff mem- 
bers gave short talks in the shops dealing with health education; later, 
health committees were organized among the workers. The center 
still maintains, and continues to revise and enlarge, its program, 
which is under the direction of Miss Pauline M. Newman who has 
been associated with the center since it began operating. 

When an active case of tuberculosis is found, fellow workers of the 
patient usually report for a checkup in an effort to find the source of 
the case or cases. Throughout the years, the tuberculosis rate, which 
was high among members of the garment industry, has been greatly 
reduced. 
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Other services—The center organized a nutrition department in 
1947. Nutritionists see patients both individually and in groups. 
Upon request of the physician, a nutritionist interviews patients and 
helps them make the necessary adjustment in eating habits. The 
nutritionists have worked especially closely with patients in the 
diabetic, cardiac and gastrointestinal clinics. 

A social service department aids members requiring help with 
special family problems and assists members 1 in obtaining health serv- 
ices not provided at the center. 

The pharmacy, located in the ey provides prescriptions at mod- 
erate cost. 

The center certifies members for temporary and partial disability 
and since 1949 has certified members of the cloak section of the ladies 
garment workers industry for retirement on the basis of total and 
permanent disability. See exhibit B for details. | 

The center formerly conducted premembership examinations for 
most union members. This once important function is now carried 
on by only three small local unions. 

Services not provided.—Home care and medical and surgical services 
in the hospital are not provided. However, patients at the center 
are eligible for cash benefits for hospitalization and for inhospital 
surgical and maternity benefits through the union health and welfare 
funds. 


FACILITIES 


The center moved to its present location in 1934 and purchased the 
building in 1945. It occupies six floors with about 100,000 square 
feet of floor space. Facilities include 55 modern examining rooms, 
including special suites for multiple clinics in such services as eye, 
chest, heart, and urology; physical therapy, X-ray and laboratory 
departments. The pharmacy is equipped to fill more than 600 pre- 
scriptions daily. A nutrition suite mcludes class rooms and a demon- 
stration kitchen. = | 

The center is open from 9 a. m. to 7:30 p. m. on Mondays through 
Fridays and from 9 a. m. to 2 p.m. on Saturdays. Dependents are 
cared for only during morning and afternoon hours. 


STAFF 

The center has a staff of about 415 persons. With the exception of 
most of the physicians, the staff serves on a full-time basis. 

Administrative staff —Responsibility for the operation of the health 
center is delegated to the director. He is assisted by a staff of 14 de- 
partment heads and 3 medical administrators. In addition, the center 
employs 130 clerks and registrars and 30 stenographers and typists. 

Professional staff.—The center has a staff of 166 physicians, includ- 
ing 11 full-time and 12 half-time physicians. The remaining physi- 
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cians serve on an hourly basis. About 40 percent of the physicians 
are assigned to the department of general medicine and another 10 
percent to the sick-benefit department. However, some of those as- 
signed to general medicine also serve in a specialty service, and most 
of those in the sick benefit department do some work in the general 
medical clinics. 





Number Number 
Department of physi- Department of physi- 
clans cians 

General medicine... 5. aces Sock eee 67 lwOrthonedics.....-..-..s00 8.1.0 eo 4 

| Deere ea ho Ga TS Pies Pima wees S75 a7 tl Nemwolowy. 2225 eo tone eee 4 

CVANOCONOR ian Sey te eae eo eae 6. |) Proctoloey. .- occ hoe Sette eee eee 4 

Ear, nose, aa throats eis bie Beate 2 10. ||. Peripheral vascular... _=1.........2-.---- 3 

Allergy pee: nine se Faget hh ke riste » St) PRVGIOLNCISON «coca na ae teseacences eS 1 

Aptiivitis i713. sor yt Hoes we Se Aad Slow Denelits tso-. cae Ek 2 eee 16 

1S. SRO hl eet a fret Slides petal ay a6 Ss << ean Deneitiens tate iperdes olen tee. Se, 7 

Diabetéss o.240 Fino a seal ow ae 2s SH ABREGREY: cotter hy oceaepereie eee ae 3 

Gastrointestinal. _ sc. --oce eon eced ne ll ee E Ss ple I, ac telat, <A Saeed ap lmeeeiv pete 3 
Genitourinary: 4... 4c). Ue eee 4 


The ancillary staff of the center numbers 76 and includes 38 nurses 
and aides and 28 X-ray, physiotherapy and laboratory technicians. 
All the ancillary staff is on duty 39 hours per week. 


Number | Number 
Nurses and aides.__......._.-.-- 38 X-ray, PAE neko and labora- 
INGUTIIOMISte co ee "2 “tory teclinieians....~aca2—2e oi eo 
Health educators._..........-.-- lL Pharmacists... 2. 33-2 ee 5 
Record librarians>..22-2°4 5 22> 1 Social service worker__.....------ 2 


Total physicians’ hours scheduled at the center (excluding adminis- 
trative hours) equal 1,866 per week or 1,226 hours excluding physi- 
clans’ time spent in sick benefit certification. General medicine ac- 
counts for 52 percent and eye care for 13 percent of the scheduled 
clinic hours. See table 1 for a weekly schedule of physicians’ hours 
at the health center. 


UTILIZATION OF SERVICES 

Persons receiving care——During 1952, 45,312 members and 3,600 
dependents received medical services at the health center. Sick bene- 
fit certifications were made for 27,000 members, many of whom also 
received medical care. The center officials estimate that a total of 
about 60,000 different persons visited the center during 1952. 

There was wide variation among the locals in the proportion of 
their membership receiving medical services at the center. 


Percent 
Aly Teens. 60 _ Sous ieeg et Wi IL 607 os De Iai 22.5 
Local with highest rate of utilization_____-_-____-________ _ 59.4 
Local with lowest rate of utilization__.__.._______-____u___ 5.5 


Total services provided.—During 1952 the center provided 504,009 
medical services to 45,312 member-patients and to 3,600 dependents. 


149 


On the average each patient received 10.3 medical services. Union 
members had a slightly higher rate of utilization than dependents. 


Average annual 
number of med- 
ical services 


Ivem: per Eee 
All patients_______. Ee i a OE 10.3 
ee RE SCs a ee ae eae ae ae a See ee ne 10.5 
1 OS SSIS SNS: Se DRG eet epitome ate iene irapep tie heer AC Soi ty plang BRT eeipar ta aped e oOBe 8.5 


Although the union members were entitled to unlimited services at 
the health center for the last six months of 1952, the number of medi- 
cal services provided increased less than one percent over the 1951 
levels. About 475,000 services were provided for union members, an 
average of 2,360 services per 1,000 eligible union members. ‘Twenty 
percent of the total medical services were provided by the department 
of general medicine and an additional 29 percent by the various medi- 
cal specialties. The remaining services were therapeutic or diagnostic 
procedures and special services, such as medical interviews, minor sur- 
gery and certifications for disability retirement. 





Number of 

Item: services, 1952 
a MOGIeA) HEPVICCS 8 eb a oe eee 504, 009 
Cee Ne ROE E Sa T Fe) 101, 739 
Medical epeciaities0 fui ie 4 a aes ot ee 146, 103 
ON no TEA ey Pe ee, 54, 109 

Pe gMGetieC Wroceg ures ee ee i 157, 750 
PLCS URES G37 (52 SOR a anata aise terete eae ean arise 44,308 


In addition to medical services, the center provided 61,869 services 
for sick benefit claimants (308 per 1,000 eligible persons) and the 
pharmacy filled 147,984 prescriptions. 

Services provided by medical departments—Union members and 
their dependents received nearly 250,000 physicians’ services during 
1952. Physicians’ services for union members probably amounted to 
about 233,000 or roughly 1,200 physicians’ services per 1,000 eligible 
members. A little less than 60 percent of all physicians’ services were 
given in the specialty clinics. The eye clinic was the most frequently 
used, although services in the allergy and hay fever clinics combined 
exceeded those in the eye clinic, a pattern which has been maintained 
over the past six years. See table 2 for a detailed presentation of all 
physicians’ services from 1947 through 1952. 

Services provided by ancillary departments—tLaboratory proce- 
dures and diagnostic X-ray accounted for 56 percent of all ancillary 
medical services in 1952. Other services which in 1952 accounted for 
at least 5 percent of total ancillary medical services were physical 
therapy and injection therapy treatments and medical interviews. 
Table 3 shows the number and type of ancillary services for 1947 
through 1952. 
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ADMINISTRATION 

Full responsibility for financing and operating the center was 
assigned to the International Ladies’ Garment Workers’ Union general 
executive board by participating locals in 1934. The Union Health 
Center committee made up of union officials appointed by the board, 
is responsible for overall policy. 

The medical director, appointed by the Union Health Ceiter com- 
mittee, administers the center with the assistance of a medical council 
of eight. physicians, with long experience at the center. It meets regu- 
larly with the medical director and several times a year with the 
union health center committee of the International Ladies’ Garment 
Workers’ Union general executive board. 

The medical board, composed of the head of each medical service 
and three physicians representing the general practitioners on staff, 
meets regularly to develop standards and criteria for recording find- 
ings, to recommend modifications in the drug formulary, types of 
laboratory examinations to be performed, and many other procedures 
of vital importance to the center and its patients. 


ReEcorps 

Medical records for each patient are kept 1 in a central file. The 
register of serious conditions, inaugurated in 1950, permits patient 
followup. And when funds permit will provide the basis for detailed 
analysis of specified conditions. 


OTHER HEALTH AND WELFARE BENEFITS 


Union locals bargain separately for other health and welfare bene- 
fits. For more detailed information on hospital and surgical benefits 
available to members of each participating local, January 1953, see 
table 4. 

Hospitalization.—F or most locals the indemnity payments are $5 a 
day. The maximum number of compensable days ranges from 21 to 
15. 

Surgical care——Most locals have a maximum surgical allowance of 
$50. Several locals provide additional allowance for deliveries. 

Sick benefits —Members are eligible for sick benefits under the New 
York State temporary disability law. 

Retirement.—Maximum of $50 a month except for cloakworkers 
who receive maximum payments of $65 per month. 

Life insurance.—One thousand dollars for each member of all 
locals. 


Various Evaluations 


The New York State Department of Social Welfare evaluates the 
program of the Union Health Center periodically. 

In 1947, the department’s report stated: “The Union Health Center 
is an outstanding medical institution for the treatment of ambulatory 
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patients. ... In terms of individual consideration of patients, it is 
unlikely that the Union Health Center is excelled by any other insti- 
tution. ... From our observation during the present survey and in 
our past visits it is apparent that patients receive good medical care 
in the sense that prompt, courteous and thoughtful service is given by 
qualified practitioners.” 

In 1952 the department commented particularly on the followup 
program inaugurated in 1950. The report noted that “. . . consider- 
able development has-taken place in the program of professional care 
for patients. We refer specifically to the development of a followup 
program which has most favorably affected patient care at the health 
center, and has expanded the case finding aspects of the medical care 
program. ... This type of medical review adds to the value of the’ 
Union Health Center for those who are eligible to use its facilities, 
and the results of this intensive followup should be an important con- 
tribution in the field of public health and preventive medicine. .. . 
The Union Health Center continues to give good professional service 
to those who are eligible to use its facilities.” 

The full text of the 1952 statement will be found in appendix C. 


Exhibit A.—Report on selected activities, International Ladies’ Garment 
‘Workers’ Union, Union Health Center, New York City 


AMBULATORY MEDICAL SERVICE 


Medical service on an ambulatory basis, which was instituted at the inaugura- 
tion of the Health Center in 1913, has proved helpful to solve the greater majority 
of the medical problems of the worker. This is particularly so when this medical 
service incorporates a highly developed program of preventive medicine and 
conservative treatment to maintain the health of the worker. 

From the experience of this institution, more than three-fourths of the medical 
service needed by a working population can be given at a Union Health Center. 
The remaining 25 percent of needed service, which includes home care ana 
hospitalization, is not wholly met. 

However, the service at the center is supplemented by cash subsidies to help 
cover the costs of hospitalization, catastrophic illnesses, and prolonged invalidism 
among older and chronically ill workers. Cash subsidies in themselves may not 
always be sufficient to cope with such problems. Nevertheless they are of con- 
siderable assistance to a working population which wishes to prepay the cost of 
its medical requirements, without recourse to charity. 

While the goal of comprehensive service must ever be the aim of a labor 
organization—for the improvement of the health of its own workers as well as 
the nation’s population—the International Ladies’ Garment Workers’ Union has 
taken the realistic attitude of utilizing every advantage in the local community 
service situation to secure adequate medical protection for its members. 

A practical approach such as this, combined with the changing attitudes of 
the medical profession toward prepaid medical care, fostered by recent social 
progress in the health field, makes it possible for working people to secure a 
large amount of health security. 


SCREENING PROCEDURES 


Much unsuspected pathology has been uncovered by routine chest X-rays and 
routine laboratory tests performed for every patient. Routine X-ray is a pre- 
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ventive medical measure which often uncovers pathology before it. develops into 
serious conditions. acy! 

About 30,000 miniature chest X-rays are taken each year for International 
Ladies’ Garment Workers’ Union members at the center. In 1 year X-ray read- 
ings of these films suggested approximately 5,000 abnormalties of the heart and 
blood vessels; 38 active tuberculosis cases were ultimately diagnosed from 1,482 
films which had significant shadows requiring persistent followup and reexamina- 
tion. In addition, the miniature X-rays suggested 82 tumors of the lung, 1,000 
other lung conditions of varying significance and 200 findings in the mediastinum, 
of which 76 were considered thyroid glands located in the chest instead of in 
the neck. 

Three laboratory examinations: urinalysis, blood count, and blood test for 
syphilis, are performed for each new patient. Unsuspected cases of diabetes 
and anemias are uncovered daily in this way.. Sickle Cell anemia and Mediter- 
ranean anemias have been found among the workers originally from southern 
states, Puerto Rico or Mediterranean areas who are now employed in the New 
York City garment trades. 

EXYE SERVICE 

Workers in the needle trades are greatly in need of competent eye service since 
their skill and productivity and therefore their income depends upon their vision. 

In many crafts the operating distance at which the worker must see clearly 
is different from his reading distance. His glasses must be adjusted for these 
differences and must be ground so that proper vision correction is obtained. 
Since the Union Health Center ophthalomologists are acquainted with the re- 
quirements of the various crafts, refractions done at the center are more likely 
to be helpful from an occupational point of view. 

SOCIAL SERVICE 

The social service department aids International Ladies’ Garment Workers’ 
Union members requiring special help with family problems such as an invalid 
parent or personal problems of adjustment to a difficult life situation and mental 
illness. In addition, this service assists members needing hospitalization for 
acute illness, convalescent care, and other situations with which the average 
individual cannot cope. . 

The social service department makes full use of the welfare and health agencies 
of New York City in the solution of these problems. 


PHARMACY 


Equipped to provide as many as 600 prescriptions daily. A formulary, pre- 
pared by the medical board’s formulary committee, lists medications that can 
be received from the pharmacy. ‘The list contains about 200 items and is reviewed 
and revised periodically. 

NUTRITION 

Good nutritional advice supplements the medical service rendered at the 
center. 

Two nutritionists interview patients upon the order of the clinie physicians to 
discuss diets and help the person make the necessary adjustment in his eating 
habits to improve his health. Patients at the center respond well to this pains- 
taking assistance with nutritional problems. Return visits requested by the 
nutritionist are kept and diet adjustments are usually achieved. A great need 
exists for more nutritional education, so that poor eating habits may be replaced 
by health producing ones. 


SURGICAL CONTROL 


The Union Health Center maintains the equivalent of a hospital outpatient 
service and therefore has never had a primary interest in surgical procedures. 
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Nevertheless, in view of the volume of serious conditions encountered among 
patients, it makes certain that patients needing surgery receive proper 
treatments. . . 

Its concern is to see that the patient gets needed surgery from a qualified 
Surgeon in a proper institution irrespective of whether or not the surgeon is a 
member of the center staff. It sees that the patient has an opportunity to choose 
his own surgeon, even though he may receive advice concerning surgery at the 
center. To this end the center cooperates fully with the medical profession 
and the hospitals in the community. A procedure of administrative control is in 
effect at the center to accomplish these objectives. 

REGISTER OF SERIOUS CONDITIONS 


The center focuses attention upon members who have a serious illness which 
requires special medical attention. Since 1950 the work has been done by means 
of a followup department which keeps in touch with members who are found 
to have serious conditions. This department strives to arrange for immediate 
treatment so that deterioration, to the detriment of life and health, is prevented 
or postponed. 

The center’s responsibility is to see that these members are properly cared for, 
either with its own facilities or through a community agency. 

Cancer and other malignant growths.—The cancer register was set up in 
November 1950. It now has 620 cases on register, many of which are under 
eonstant followup. Others have been hospitalized and operated upon, or have 
died since being registered. Biopsies: 1,213 specimens of tissue have been taken 
during the last 2 years at the center for microscopic study. Seventy-seven proved 
to be cancer, needing immediate treatment, and 183 were noncancerous growths 
which were placed under medical observation and constant followup. 

From references to the X-ray department, many new growths have been 
discovered. In 1952 from gastrointestinal X-ray studies, from urological X-rays, 
from chest X-rays, and from long bone studies, 102 tumors were diagnosed, of 
which 57 were cancerous. 

Many cases of cancer of the breast have been diagnosed and referred for 
operation among the large population of women attending the center. In every 
case the center was able to see that immediate treatment was secured. Operated 
eases are vigilantly supervised to guard against metastatic spread. 

Diseases of the blood.—Diseases of the blood also constitute a phase of control 
in the followup department. Of 273 cases of blood abnormalities registered, 36 
were grouped as leukemias and polycythenias. © 

Diabetes —A diabetic control program has been put into effect during the last 
3 years with cases culled from an active file of about 70,000 medical records. 
Laboratory reports showing the presence of sugar in the urine were followed 
up and 2,005 cases of diabetes were uncovered. 

Of 225 cases among this group, one-third did not have previous knowledge of 
sugar in their urine before coming to the center. It is difficult to estimate the 
number of unknown diabetics among the garment worker population in New York 
City, but it may be that as many as 2 persons out of every 100 garment workers 
have diabetes and many are unaware of this fact. 

Heart disease.—Many garment workers show evidence of heart abnormalities, 
but of these only a small percentage need to have constant attention in the 
cardiac service. Enlarged hearts are not an uncommon finding in miniature 
chest X-ray routine service, verified by physical examination, by 14 by 17 films, 
and electrocardiograms. 

Seventy-five percent of the workers with heart disease attending the cardiac 
clinic are working in the industry, and over 90 percent of the cardiac members 
are over 40 years of age. Members who have suffered a heart attack can often 
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return to work after reasonably short periods of convalescence providing they 
receive medical support and are able to rest adequately in slack seasons. The 
Seasonal employment in the garment trades is an aid to cardiac workers since 
it permits them to rest without detriment to their employment. 

Gynecology.—The need of such service to older age women is obvious. Besides 
functional disturbance, the high frequency of surgical treatment is carefully 
curtailed by conservative policy. 

Tuberculosis.—A total of 5,314 tuberculosis cases are registered as either 
healed, arrested, or cured. These cases are reviewed and called back for super- 
vision as is found. necessary.’ Followup :-procedures have been developed that 
reduce supervision to a minimum and avoid loss of time from work for the 
member. | 

Active cases of tuberculosis discovered in the clinics or through routine X-ray 
receive prompt attention. A relationship is maintained with three sanatoria 
where every effort is made to insure the speedy admission of patients with 
tuberculosis and their return to the industry under medical supervision. 


Source: Report of Union Health Center, International Ladies’ Garment Workers’ Union, 
covering years 1950-52, January 1953.. Unpublished data. 


Exhibit B.—Processing of disability and sick benefit claims, International 
Ladies’ Garment Workers’. Union,:Union Health Center, New York City 


RETIREMENT FOR DISABILITY 


In 1949 the cloak joint board extended its pension program (for 65-year-old 
members who wish to retire from the industry) to cover members 60 years of age 
or older whose physical infirmities prevent them from carrying on their work. 
The center was asked to determine which applicants for premature retirement 
were totally and permanently disabled. 

A total of 356 workers have applied for disability retirement. Two hundred 
and thirteen of these applicants were totally and permanently disabled ; 63 were 
not considered totally and permanently disabled; and 18 have been deferred for 
further examination at a later date to determine whether the disability is 
permanent. — 

Nineteen members died before examination and 29 totally and permanently 
disabled members died after they were pensioned. 

As might be expected from the age of the applicants, the greatest number of 
members was found to be suffering from: diseases of the heart and circulatory 
system. The second largest group had visual defects resulting in occupational 
blindness. Many advanced cases of arthritis were retired and members suffering 
from Parkinsonian syndrome (characterized by constant involuntary tremors) 
were found totally and permanently disabled. 


SICK BENEFIT 


The number of sick benefit claims increased 9 percent between 1950 and 1951, 
but the number of claims in 1952 showed little change from the year before. 

The State law insuring payment for disability from nonoccupational illness has 
developed problems. Formerly sick-benefit certifications were completely con- 
trolled by the objective medical examination performed by a center physician. 
Many of the present conflicts arise from a variety of obsolete bylaws and consti- 
tutions governing sick benefits. A review of the entire system should be insti- 
tuted, since the establishment of new procedures and new constitutions seems to 
be the only way these problems can be solved properly. 


Source: Report of Union Héalth Center, International Ladies’ Garment Workers’ Union, 
covering years 1950-52, January 1953. Unpublished data. 
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Exhibit C.—Findings of New York State Department of Social Welfare Survey, 
International Ladies’ Garment Workers’ Union, Union Health Center, New 


York City, April 1952 


A program of remodeling and expansion was only just completed at the time 
of our last survey. We therefore found few changes in the physical plant during 
our present survey except for necessary renewals and repiacements. Consider- 
able development has, however, taken place in the program of professional care 
for patients. We refer specifically to the development of a followup program 
which has most favorably affected patient care at the health center, and has 
expanded the case finding aspects of the medical care program. The review of 
the complete medical record for each patient who has had a laboratory or X-ray 
test on which an abnormal finding is reported, appears to be an excellent method 
of ascertaining those patients for whom intensive followup is needed. This 
review also serves to evaluate and coordinate medical findings. In addition, a 
careful screening of the PFX films for chest conditions other than tuberculosis, 
has proved of great value in revealing conditions of which the patient has many 
times been unaware but which are urgently in need of medical attention. This 
type of medical review adds to the value of the Union Health Center for those 
who are eligible to use its facilities, and the results of this intensive followup 
should be an important contribution in the field of public health and preventive 
medicine. ; 

It was noted that the staff of administrative physicians has been increased, 
both to cover the followup review and to facilitate direct service to patients who 
may require immediate attention from a physician, but who do not necessarily 
need to receive clinical care at the moment. We also learned that there have 
been increases of staff in other departments which contribute to the total picture 
of patient care, including an assistant to the medical social worker, and to the 
nutritionist, respectively. 

While the number of registered nurses has not increased, the employment of 
aides for nonnursing duties has actually increased the available nursing coverage. 
There has also been real improvement in the area of nursing supervision, and in 
this connection, we note that a procedural manual for the nursing staff is nearing 
completion. 

The Union Health Center continues to give good professional service to those 
who are eligible to use its facilities. 


Source: Union Health Center, New York, 19538. Unpublished data. 
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Table 1.—Weekly time schedule of physicians’ hours, Union Health Center, 
New York, 1953 








Total Number of scheduled hours 
sched- peer 
Department uled 


hours | PbYSi- | Mon- | Tues: |Wednes-| Thurs:.| Fri- | Satur- 





per week!|. 140s day day day day | day day 

Gonctel medicine... ..-... 640% 67 13814 132 11144 10814 70 80 
Reiurs op ey) aula eee page vee 160 pes | 33 27 28 12 

Go nesoiar ier Se Pak. i RE 251% 6 2 2 OS eae ee 12 3 
Ear, nose, Pad throat. 2. .:-2. 46 10 8 10 8 10 7 3 
Allergy Sopaae -eeeat seeds sate 43 3 6 9 7 6. 8. 7 
BG. oo oe aman eens 34 4 3 8 6 6 5 6 
Cnest¥. 35. ase eres Oe 3 2416 3 6 7% 6 S902 .WAWOs ait 
Wie ete Se acer c kh cienwins 20 3 4 6 2 3 eh eRe ee Se 
Gastrointestinal_.......----- 15 Ars get Fo 2 5 5 Or! |D eoe 
Genitourinary-..------- saat 17 4 2 7 4 2 D lciosee ae 
INGUIRO] OSV eene aaa e eas o came 21 4 2 5 3 1 Aisso le. oo eee eee 
Orthopediesis= 2... ~-.s3 26-2 32 4° 5 ie 5 6 3 6 
PrOCtOQlOSY oc .:ceou os eee sn 18% 4 2 4 6 44 bh pees Roy 
Peripheral-vascular.-..------ 22 3 5 3 5 3 (i (SE ep os 
Physiotherapy - ------------- 18 fl 3 3 3 3 3. 3 
Sick Dement... -----faen--2 13914 16 251% 33 2214 25 291% 4 
cine". _. ste ee. Joie 40 i 6 6 9 8 ; Piet hee 
Sureery. 0 a aah een ace ee 17 3 3 2 5 4 3) asete ees 
Reig) 321i es ae 32% 3 6% 6% 6% 64% 6)4).2 Ln 


1 Excludes administrative hours. 
Source: Union Health Center, New York, 1952. Unpublished data. 


Table 2.—Physicians’ services provided ‘in general medicine and specialty 
clinics, Union Health Center, New York, 1947-52 


Clinic | 1952 | 1951 | 1950 | 1949 | 1948 | 1947 





Petaling os. wubbccnencdcnescscel 241, 842 °| 238,038 |" 221, 083° | 212,405 |" 179, 090 142, 795 
General medicine. ow. eis pee cece sess 101, 739 98, 343 90, 451 89, 691 74, 116 59, 445 

Medical specialties__.........-.--.-. 146, 103 1389, 690 ISik 532 122, 714 104, 974 83, 350 
Mibetays..cepier sees Bie See hew fre oe 24, 887 | 20,646 17, 487 16, 287 13, 080 12, 252 
AROHEIOIS SS. 20 oo aon cae eta eee 6, 222 5, 997 | 6, 306 6, 957 5, 826 4, 832 
Cartidldgy 2 2 fe ai 5h2e54 SoA See 1, 216 1, 290 |. 990 919 GOS eee eee 
CHES ten i es en eaten eee ne 2, 504 2, 162 3, 369 2, 416 1, 768 1, 556 
Dewmnavolonyes 2 sssec2e-sse. ses = eee 9, 764 8, 746 6, 809 6, 569 4,374 3, 023 
Diabétes: i. mcisnes. J & ors bye oe ae sae dames 3, 383 3, 315 2, 785 1, 941 cis Ih et Sk. 
Ear, nose, and throat ee St a | Sk eS By 13, 943 13, 125 12, 091 11, 739 10, 085 8, 232 
i ee ee ee ae ee Pee a gee ee 25, 414 25, 138 25, 554 25, 127 21, 478 18, 113 
GastrommtestiNal. 5 cana nsceeenese-oces| AUG 1, 456 1,075 634 246 206 
Hay fever. 2 acts Jac aides eee. Bas2 17, 170 17, 101 15, 835 15,613: |" 18, 526 
Frealihvmaintensnee.. s2 2-5-5 ee ee oe eee ee 401 474 dail ER GP epetice | wee en! | 
INGarolog viens. Sesser Sed eee Se 1, 447 1, 333 1, 202 1, 396 1, 336 815 
ORtHODECICS 2 oe aint cee ce dees 6, 549 6, 123 5, 291 4 769 3, 463 2, 821 
Minor gynecological surgery._...---------- 2, 268 2, 547 1, 674 1, 186 757 615 
Peripheral-vasculariases ole olan Se 3, 714 4, 285 4,005 3, 050 2, 270 1, 981 
PUOCIOINE Nao see c eee feces ee eA 3, 839 3, 899 4, 156 3, 561 3, 128 2, 251 
Social hy gene 2. u21535ct vse. 2, 079 2, 711 3, 982 5, 383 7, 398 5, 231 
WiROlO Gy Bees 5 ae ee ee oe 3, 872 4, 007 4, 273 4, 158 38, 872 3, 670 
Gynecology consultation._._.......-..---- 1, 979 1, 593 1, 607 ng 187 962 284 
Physiotherapy consultation._........-..-- 10, 639 10, 815 8, 555 7. 616 6, 225 2, 657 
Surcical: consultation. ......2..<<-<.2.<2255 3, 196 2, 931 2, 746 2; 006 1, 384 1, 285 


1 Excludes sick benefit referrals. 
Note: Number of workers to whom these services were available averaged 200,000 annually during the 
6 years, the year-to-year variation being nominal. 


Source: Union Health Center, New York, 1953. Unpublished data. 
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Table - —Ancillary services provided at Union Health Center, New York, 








1947-52 
1952 1951 1950 1949 1948 1947 

Diagnostic procedures ....<.--s2<.2. 157,750 | 160,077 | 157,641 | 142,223 | 103,875 75, 493 
cen es Sees 269 240 231 263 227 151 
Basal metabolism: £5... cee ne 1, 703 1, 785 1, 802 1, 648 1, 486 1, 465 
Electrocardiography me a te a ee 10, 245 10, 089 8, 479 7, 395 6, 597 4, 366 
poy See a 2 ae eee =e 90, 820 95, 025 93,107 | 91,650 68, 701 51, 321 
Miniature chest’ enay chy: A eee 31, 111 30, 114 33, 083 23, 013 11, 857 6, 394 
X-ray__.---- _ es 7 22,793 | 22,068 | 20,316 | .17,854| 14, 762 11, 796 
Biopsies. seth ee ee ia are See 809 756 623 400 AD sitet ks ae 

Ancillary therapeutic services___---- 54, 109 56, 695 55, 500 50, 063 50 807. 34, 446 446 
Physical therapy 4.22.5. 2...-..-.+----005. 37,645 | 39,613 | 40,758 | 36,262 | 20,789] 24,298 
Pniee om eran _-..-a-a5-----------=--= 13, 782 14, 743 12, 806 IBS oUSm | ee. See 2 10, 148 
Biperntia pays. oscetin noe eceaysedee 844 775 775 ge Ohieesmerm erg ck cae 
Deep X-ray SDs Die SPS Soe eee ES RE aa er 1, 8388 1, 564 1, 161 CASS al eaten, eet (ee oa 8 

Other services_....----------------- 44,308 | 44,918] 41,468] 33,749 | 29,093] 22556 
Medical mtcrviews__-.-.5.-.2.s-.2.s52--+- 32, 426 32, 533 31, 605 27, 458 23, 968 18, 652 
Pre-membership examination_.--------.-- 679 626 859 1, 711 1, 398 1, 505 
PT IMCECEM CICS ee Son. = coe aa wk 291 281 268 346 222, 135 
LS See Sd See Se ee ee 6, 845 7, 523 5, 098 2, 218 2, 024 1, 137 
SoctslisemmieG: o.£2- 22). vonaccceheccencske 3, 668 3, 609 2, 236 1, 628 1, 215 880 
Speers wccne Cal. Se oe eh so oa Sahoo a [eee Sc ewe MeO Pee ees Soe ees ees ee 
Other..---------------+ 2 Se ee eee ae 399 346 287 388 266 Oat 
Prescriptions Pee a es Bo ae 147, 984 144, 920 133, 409 123, 567 103, 769 80, 616 
Sickness insurance ee Sot eee eer etch 2 61, 869 61, 649 55, 818 48, 488 47, 306 41, 595 
Office cettification t___2.1...........2.-.2. 26,207 | 26,321] 22,450] 20,558 | 19,469 19, 674 
District certifications; _._<-.-.-2-------_- 35,662 | 35,328 |. 33,368 | 27,930 | 27,837 21, 921 





1 Includes sick benefit referrals to diagnostic and specialty clinics. 
See Note, table 2 
Source: Union Health Center, New York, 1953. Unpublished data. 
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Medical services at center and hospital 


The New York Hotel Trades Council 
and 


Hotel Association Health Center, Ine.* 


501 West 50th Street 
New York 19, N. Y. - 


This is a group medical practice plan established in 
1950 to provide comprehensive medical care at the health 
center and the hospital for approximately 35,000 mem- 
bers of the New York Hotel Trades Council (AFL). 
All costs are paid from an industry-wide health and wel- 

‘fare fund. In 1952, the average cost per eligible person 
per year was $16.90. | 


The first industrywide group insurance program for hotel em- 
ployees was established in March 1945, through the joint action of the 
New York Hotel Trades Council and the Hotel Association of New 
York City, Inc. In 1950, with the establishment of the health center, 
medical services were made available as a part of the industry’s 
insurance program. A special act authorizing establishment of a cor- 
poration in the name of The New York Hotel Trades Council and 
Hotel Association Health Center, Inc., had been passed by the New 
York State Legislature in April 1949. (See exhibit A for enabling 
legislation.) Written approval of the health center was given by the 
New York State Board of Social Welfare in the fall of 1950. 


BASIC OBJECTIVES OUTLINED BY PLAN 


To promote welfare of New York hotel employees, add to the sta- 
bilization of the industry, and contribute to the enrichment of the 
community. The three main functions of the health center are: (1) to 
prevent sickness, (2) to find out what is wrong when sickness occurs, 
and (3) to cure sickness. 


ELiGIsiLiry 


Employment by a contributing employer and membership in the 
New York Hotel Trades Council are requisite for eligibility. Ali 


*Jay Rubin, President, Health Center, and Chairman, Insurance Fund; Charles 
Rogers, Chairman, Board of Directors of Health Center, and Chairman, Advisory 
Committee of Insurance Fund; Frank P. Guidotti, M. D., Medical Director, 


Health Center; William H. Spahn, Administrative Director, Health Center, and 
Director, Insurance Fund. 
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employees are eligible for outpatient services at center as of the first 
day of employment, and for inhospital care after 6 consecutive months 
in good standing as a member of the council and 4 months of employ- 
ment in a union-contract hotel or concession which is contributing to 
the insurance fund. 

Benefits terminate as follows: Twenty-eight days after cessation of 
full or part-time employment by a contributing hotel unless member 
is disabled, is employed by another contributor within the 28-day 
period, or his condition is such that the medical director approves con- 
tinuation of care. — 


MEMBERSHIP 

Approximately 35,000 members of 10 local unions employed in 180 
New York City hotels and 52 concessions are covered by the plan. 
Members range in age from 18 to 85 (median age, 47) ; 62 percent are 
males. 

Membership represents over 200 occupations; principal employment 
is as follows: 


oT, a SE NOE EE: {aE SLI G (65 DichWAGNCLS.. oc ec 1, 298 
Waiters and waitresses__-_---_ 4,087 Telephone operators__-_.------ 1, 271 
Elevator operators_____---_---- 2.000 BeWMCN wonconcc nen ennnene 1, 197 
Hloucemen 222222020 eo... 1, Goo Bartenders 20 2 oe 948 
Cea Ae 3 3 Pose Eisboya ele ede 878 
Average annual membership: 
ieee e meeees 94 t L ed SSH 26 eed 33, 868 
es Pr er he wet ae eS 34, 762 


METHODS OF FINANCING AND COST OF CARE 


Methods of financing.—Contributing employers pay 3 percent of 
their weekly payroll into an insurance trust fund which was jointly es- | 
tablished by the Hotel Association of New York City and the New 
York Hotel Trades Council. Payment covers all welfare benefits, 
including purchase, renovation, and maintenance of the health center. 

The total investment in the health center has been met by transfers 
from the insurance fund of approximately $850,000. 


Item: Amount 
Metal WIVEStMOCN 6. eee ee ae $842, 215 
Mette er LO Ses a a eee 648, 236 
AC Pe i SUES EEE 8 are fe rear de 126, 680 
Preopenmc ex pencesse 2 silk. oe lle a 67, 549 


Operating costs—Funds for operating expenses are transferred 
from the insurance fund to the account of the health center in the 
amount of approximately $50,000 per month, or $600,000 per year. 
Operating expenses include the cost of depreciation of the building 
and equipment and housekeeping and administrative services, as well 
as professional care. In the 28 months from the program’s inception 
in October 1950, operating costs totaled $1.4 million. Operating costs 
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for the year ending February 1953 were $588,000 including all indirect 
costs and $28,000 for depreciation. A summary of operating costs 
follows. More detailed analysis of operating costs for the year March 
1, 1952 to February 28, 1953, is found in table 1. 


Item Amount Percent 
Total operatingensts. 2. oc. os cock Se cee | cee eae zt ce tee eee $588, 143 100.0 
Modicaliand'surcical:careatcenter:.....- 222s sccm cence aceemen ee coseees eee ee 409, 438 69. 6 
Medical and surgical care outside center 2.222. 222-22, ec2 eee ee £ 68, 488 11.6 
AM CHIARY: SELVICE cys wz cascade en scone See oe See ee ee a re eee 106, 626 18,1 
Pharmacy: operation (eb C0St) i. -.2 a. Re ee ne ee 3, 590 .6 


Allocation of costs to operating departments.—The direct costs of 
center operation totaled a little more than half of all operating ex- 
penses. Direct costs include payments to physicians, salaries and 
expenses of all the ancillary service personnel, and costs of medical 
supplies and equipment. Indirect charges represent expenses of the 
service departments and depreciation of the building and general 
equipment. These are allocated to the operating departments at the 
close of each accounting period. The basis for allocation of indirect 
costs is as follows: Administrative and general expenses are allocated 
according to salaries, wages and doctors’ fees within each operating 
department; all other indirect expenses are charged to operating de- 
partments according to the percentage of floor area which they occupy. 

Distribution of indirect costs to the various departments for the year 
ending February 28, 1953: 


Percent 
Medical and ‘surgical..2 222 225322 2 eS 66. 66 
PPR YS wey er ee teeny (ee, Saeeee 13. 61 
MOQ OTOL ORY, 2 ae bles aie at ss Sa ee 2. 68 
Phiysiothenany .. 20... nek ee ge a ee, 13. 00 
6 Gol UE 7 |p ana ce SV eee ce tn, Sea Re APSA 4.05 


Table 1 shows the direct and indirect charges for the major types 
of service for the year ending February 28, 1953. 

Average cost per member.—During the fiscal year March 1, 1952, to 
February 28, 1953, the average cost per eligible member for all services 
was $16.90, compared with $18.10 during the first full fiscal year of 
operation. In both periods, nearly 90 percent of the cost was for 
services given at the center. Costs include administrative expenses and 
depreciation of the building and equipment. 


Average annual cost per 
member 


Mar. 1, 1951- | Mar. 1, 1952- 
Feb. 29, 1952 | Feb. 28, 1953 








TOCA USCEVIGES. cs ote one eee eee oe ee | ee ae ee 18.10 $16. 90 





MESH Goneae 1 TS ee a ie Pa 16. 10 14,90 
Outside healtiiicenternts.. | se. ee ee ee ee 2. 00 2.00 
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Average cost per service.—Each medical or surgical visit to the cen- 
ter during the fiscal year ending February 28, 1953, cost an average 
$6.25, of which 52 percent represented direct costs. More than a third 
of the total costs were physicians’ fees. 


TOUUPOGOnt) WO Whit so ee $6. 25 





Direct expenses: 


ee ee a 2. 24 
OCLC GT SS en ee en ee Re ct Wr ry eke: Cae . 67 
@ther direct expenses. oS vo 
Pedivreet. expensesi22i0. ho ee deel ee 2. 97 


X-ray services cost, on the average, $4.25 during the year ending 
February 28, 1953. About 60 percent of the costs were for direct ex- 
penses, 


Doral cost per X-ray Service... 22 eu. oo ee eee $4, 25 





Direct expenses: 


eleriCsan 2 7 Des easG  ei)e oe 91 
OC rOUS 41 COG nett 8 ee es ee 54 
ULES Tce Ate el ees 1a Alle Re oy Eee ee 53 
Other “direct expenses... 22 ka ek ~ 09 
IEC CU CT CO cr han et Ae eee 1. 68 


Laboratory procedures performed at the center during the fiscal 
year 1953 cost about $1.20. Salaries of technicians accounted for 43 
percent of the total cost. 


Total cost per laboratory procedure____.__-__-__ $1.20 





Direct expenses: 


SLOSS SAME Sere ae ae ay SNS ron ae ee ene ne aa . 52 
LT ERECT EIN 1G SE eR ERE Ss aren ere ie ere . 09 
Otner direct Expenses. bg eee .15 
hriveer expences]! SOE i a 44 


The average cost per physiotherapy service was $1.79 during the 
fiscal year 1953. Indirect expenses comprised 56 percent of total 
cost. 


Total cost per physiotherapy service__-_-__-____-- $1. 79 





Direct expenses: 


Saris. 2 ae ee tae) 2 ee ts cla . 50 
HOC pOlee  eqiOuas Ainin ive tee: ty oS tee fn ae A ee . 14 
ines GSECCL iG CHS Csie nt a oe ee ee Be 39 
PMC ech Cx pesos. 26. Jo. wt EU oo i 1. 00 


After adjustment for pharmacy revenue from sales, each prescrip- 
tion cost an average of $0.15. This includes direct and indirect costs. 
Payments to physicians—Remuneration is on an hourly basis for 
services at the center, with fees ranging from $6 to $20 per hour. For 
inhospital medical and surgical services authorized by the center, pay- 
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ment is made to center physicians in accordance with a fee schedule 
equivalent to remuneration of physicians under the Blue Shield plan. 

During the year ending February 28, 1953, the 175 physicians re- 
ceived payments of $157,000 for services at the health center and $67,- 
000 for services outside the center. Physician payments, summarized 
below, are shown in more detail in table 2 


Payments to physicians 


Item: Mar. 1, 1952—Feb. 28, 1958 
Total payments... 2-2. oo eee $223, 638 
Health. center, total... ee _ 156, 642 
General medicine... eo 53, 260 
Special medicine and surgery______-__-__-__-__- 92; 372 
Ameiliaby 25205 of) 326 Fay ik Se. S68 11, 010 
Services outside health center__._____________-_____ 66, 996 


SERVICES PROVIDED 

Preventive and comprehensive medical care services are provided at 
the health center and hospital. Appointments are handled at cen- 
tralized appointment desk except for ancillary services which are 
handled by the specific departments. 

General medical and specialist care-—Services include periodic 
physical examinations and general and specialist care in 17 clinics. 
On his first visit to the center the patient is assigned to a particular 
physician but may ask to be reassigned; a close doctor-patient rela- 
tionship is encouraged. Hach corel inadiedl clinic is supervised by 
an internist, who serves as a consultant to the general practitioner. 
Referrals to specialty clinics are made upon choir joint agreement. 
After diagnosis is completed the patient is referred back to the gen- 
eral medical clinic. 

Ancilary service—Standard laboratory and other diagnostic pro- 
cedures, including X-ray and refractions. ‘Therapeutic services in- 
clude physical therapy, rehabilitation, superficial X-ray therapy, and 
injection therapy. 

Cooperative services. sal 7s RTS available at the clinic is fur- 
nished to the family physician upon request of the physician and the 
patient. The health center program is integrated with the general 
insurance program so that a large part of the medical evidence upon 
which claims are paid originates at the center. 

Other services.—Social services by medical-social workers at the 
center; visiting nurse services; ambulance transportation; drug pre- 
scriptions at cost; glasses at reduced rates; distribution of health edu- 
cation material; and preplacement examinations for employees new 
to the industry if requested by the hotel management. 

Further details on the services provided are presented in exhibit B. 

Services not provided.—Care for occupational diseases and injuries 
covered by workmen’s compensation law; treatment of service-con- 
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nected disabilities of veterans; care of conditions requiring highly 
specialized treatment or confinement to special institutions, such as 
acute alcoholism, drug addiction, tuberculosis, and mental or nervous 
disorders; home care except in emergencies to determine need for hos- 
pitalization; private duty nursing; and surgery or electrolysis for 
cosmetic reason. 


FACILITIES 

The center has purchased and occupies a five-story building in mid- 
Manhattan. The building has been renovated and equipped with 
modern facilities. The first floor contains admitting, registration, and 
appointment rooms, laboratory, a photofluorographic machine, the 
pharmacy, and the medical social service departments. Second, third, 
and fourth floors contain medical clinics; the fifth floor is used for 
administrative offices. 

The center is open 9 a. m. to 6 p. m., on Mondays through Fridays. 


STAFF 

Administrative staff—The staff consists of an administrative direc- 
tor and 85 other persons engaged in various administrative activities. 

Professional staff —A medical director and 175 physicians (30 gen- 
eral practitioners, 145 specialists comprise the staff). Of this group, 
17 general practitioners (averaging 10 hours a week) and 57 special- 
ists (averaging 3 hours a week) participate in active clinic assign- 
ments. 

Other professional and ancillary personnel include: nurses, 13; lab- 
oratory technicians, 4; X-ray technicians, 3; physiotherapists, 2; 
pharmacists, 2; registered medical librarians, 2; registered medical 
social service worker, 1; and registered optometrist, 1. | 

Qualifications for physicians——Applications from physicians de- 
siring to serve on the staff are reviewed and passed upon by the medi- 
cal director, the director of medicine or the director of surgery, and 
the committee on professional standards of the medical advisory coun- 
cil; final aproval is given by the medical advisory council. 

Each physician is required to have the following general qualifi- 
cations: graduate of medical school approved by council on medical 
education and hospitals of the American Medical Association; one 
term of internship in a hospital approved by same council or the 
equivalent in military service; license to practice in New York State; 
registration with the New York State Department of Education; 
member in good standing of his county medical society ; minimum of 
$25,000 to $75,000 malpractice insurance; proof of good moral char- 
acter. In addition, general practitioners must have a staff appoint- 
ment at an in- or out-patient department of a hospital approved by 
Joint Commission on Accreditation of Hospitals. 
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Specialists are required to have certification by the Examining 
Boards in their respective specialty or appointment as an attending or 
associate attending physician in a hospital approved by the Ameri- 
can Medical Association council on medical education and hospitals 
for training in specialty. : 


UTIMIZATION OF SERVICES 


Persons recewing care-—During the first 24 months of operation 
(October 1950-52), 14,936 different persons, constituting 44 percent of 
the membership, used the health center. During the calendar years 
1951 and 1952, 29 percent and 32 percent respectively, of the eligible 
membership visited the center. Of the 9,804 persons visiting the cen- 
ter in 1951, 86 percent made their first visit. It was also the first visit 
for 48 percent of the 11,102 different persons visiting the center in 
1952. 








1951 1952 
Numer ef different patients visiting the center. 2.2... 52222 322-22 2 eb kee 9, 804 11, 102 
Number of patients who had not visited center before._........--------------------- 8, 387 5, 310 


Tables 3 and 4 show a distribution of persons served in each clinic 
and indicate whether these patients were new to the health center, new 
to the clinic, or making a revisit to the same clinic. 

During 9 months in 1952 (the only period for which such data are 
available), 66 percent of the patients were male, as compared with 62 
percent in the total membership. A high proportion of the patients 
were in the older age groups; 48 percent of the center patients were 
50 or over. 


Percent 
Item 
Patients Membership 
Distribution by age: 

Oba ee ee lt) 8 ee ee SS eg i, Re re ee 100. 00 100. 00 
Wndeno0.. kee. TR ee eS Se Dad ae pe . 28 ald 
FAO gis I a aha cas, SRO fngp eli Rene I pyc, Me Brey Mens SEF eyed hohe Te 9.14 6. 86 
SOE Os isc taco ee ee ee, Ta oe ee ee ee 17. 29 14, 64 

A A Se ee ae Den EN SE eS MRE, 200, Se ao te earls Se WR nk Socal cy es 25. 37 24. 01 

SOF5OS 2S ete at ee Soe ee Se Le ee ee eee 28. 47 Zante 

60=G0N eho FUE a Ae ee RAPA REA EOS a ee 16. 41 11.95 

ROTM GKON OLS SEL Ab 2 Se SEY ook Ue ES Pe ee SR ee eee eg ee 2. 89 1.85 

Age unkmnowmse sees ek SECS ee ee 0.15 16. 81 
Distribution by sex: 

Olalewe. 23 oe: BPR Wee NS SE oe ee ee eee 100. 00 100. 00 
Malee.c a. Joes eee St ce cect et ee act EN Stepan: eed ee ee Se ee 65. 96 61. 79 
Hemale-s 42 soe ee oe. See ee Ae ae eee, fee ay Se eed 34. 04 38. 21 


Total service provided—The 11,102 persons visiting the health 
center during 1952 had 152,839 services, nearly 14 services per patient 
or 11.5 services per patient if pharmacy prescriptions are excluded. 
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Visits to the medical clinic represented 438 percent of all services and 
totaled 1,899 per 1,000 eligibles. Diagnostic procedures, including 
diagnostic X-ray services, amounted to 1,037 per 1,000 eligibles. 
Ancillary therapeutic services totaled 602 per 1,000 eligibles. 

The number of visits to each clinic and the ancillary services given 
at the center, summarized below, are shown in detail in table 5. 


Average per 1,000 


Number of services eligible members 


Item 
1951 1952 1951 1952 
TIMI CAVASHE Seer ee ee Se ee ey i Oe 63, 354 65, 999 1870. 6 1898. 6 
PD IAOATOSE Ch EOCOCINESesae te a ee Ree ee See OS 47,470 36, 030 1401.6 1036. 5 
AmcitlaryiilWerapeubic! SenVIGeSS: 2c. =... s 25. SSeS 8 21, 516 20, 915 635. 3 601.7 
MedICAUSOCIAIISERVICE VASHIS# 228.6 eos sce once cons eesewe 4,989 4,181 Aiea 120.3 
Pharmacy prescrip tionG ees. £ . Joes sets Byes eee | ek 27, 809 25, 714 821.1 739. 7 


Center physicians attended 677 hospital cases during the year 1952, 
or about 19 cases per 1,000 eligible persons. The small number of 
obstetrical cases reflects the exclusion of dependents from medical 
care coverage. Other services provided outside the center included 
primarily calls to determine the need for hospitalization. 

Summary of services provided outside health center for calendar 
years 1951 and 1952: 


Number of services 


Item SS eee 
1951 1952 

LOS LER RA OMISSIONS eb Otale ety 18 28 ees DG een ee es ee eee ee 662 677 
SIOTRSAVeS I Oo ee te ee ee aoe ee A rs eon See ee a ete et se eee ose eee 481 461 
IGG UGE ss peas oe et Te Sa a ha aC go a ca 181 202 
(OUSSMiGe lS es Se ne iene ier ae eee Me Pa: Lee eere Te REN SETS ee = eee 0 14 
Averaceammbeno.days in hospital. -= esas sete 4 ss Se ee, 6 Se 9. 83 19.63 
Emergency ealls to determine need for hcspitalization..................-.-.--.------ 383 2 400 
Consultacionsoutside nealitmicenmtets 2-6-8 see So Le ee es eek 67 99 
ID COD RCA ANCE yaCLealMMeltse 20-2 ao ee en ne ee ek on ceaenscceecaes 158 53 


1 Of this number, 9 cases were still in hcspital at end of year. 
2 Of this number, 91 or 23 percent were hospitalized. 

Services provided by medical department.—General medicine was 
the department most frequently visited, and allergy, the specialty 
most frequently used. Although only 504 persons visited the allergy 
clinic, they had an average of 14.5 services each and accounted for 11 
percent of all clinic visits. More different persons visited the eye 
clinic than any other specialty, with an average of 1.65 visits each. 
Table 6 shows for each clinic the number of different patients served 
and the number of visits each patient made. 

Diagnoses.—The number of diagnoses, during calendar year ending 
December 31, 1952, was 20,980, an average of 1.9 diagnoses per patient. 
Refractive error was the most common diagnosis during 1952, ac- 
counting for 7 percent of all diagnoses. Obesity (other than of endo- 
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crine origin) and varicose veins each represented 3 percent of all 
diagnoses. A distribution of the most frequent diagnoses is shown in 
table 7. 


ADMINISTRATION 


The health center is under the general supervision of the New York 
State Department of Social Welfare. The center is incorporated, and 
the authority for conducting all affairs is invested in a board of direc- 
tors with 20 members (10 from the New York Hotel Trades Council, 
10 from the Hotel Association of New York City, Inc., and the im- 
partial chairman of industry). Other groups and individuals par- 
ticipate in administration as follows: 

Medical advisory council: Composed of 17 outstanding physicians, 
including several with experience in industrial medicine and public 
health, the council was formed while the center was being planned to 
develop standards and rules regulating professional and technical 
services. It has a small executive committee and several working com- 
mittees concerned with professional standards, records, statistics and 
costs, public relations, preventive medicine, and health education. 
A joint conference committee maintains liaison with the board of 
directors. The entire council meets five times a year; its executive 
committee meets monthly, except for July and August. 

Medical board: Composed of the medical director and the chiefs of 
the various medical departments, the board supervises activities of 
the professional staff. 

Medical director: This officer directs and supervises medical and 
professional services, reports quarterly to the board of directors, serves 
as secretary of the medical board, and is a member of the medical 
advisory council. In cooperation with the administrative director, he 
coordinates the entire health center organization. 

Administrative director: He is responsible for insurance fund, su- 
pervising the lay personnel of the health center, directing all business 
activities, reporting quarterly to the board of directors and serving as 
an ex officio member of the medical advisory council. 

VARIOUS EVALUATIONS 

The findings of a survey made by the Department of Social Wel- 
fare of New York State were published in March 1952. The survey 
group commented favorably on the extent to which the board of direc- 
tors relied on the medical advisory board for assistance in maintain- 
ing a high standard of medical care. Their report pointed out, “It 
would appear that excellent medical care is available to those who are 
eligible to attend this health center, as physicians are carefully selected 
and each medical department is headed by a qualified specialist.” In 
conclusion, the report stated: “The New York Hotel Trades Council 
and Hotel Association Health Center, Inc., has made a very real con- 
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tribution to the community’s health in making this facility available 
to employees in the hotel industry in New York City.” 

Exhibit C contains the full report of survey by the Department of 
Social Welfare. 

The center was certified by the asa Foundation of Occupa- 
tional Health and by the Industrial Medical Association in August 
1952. 


OTHER HEALTH AND WELFARE BENEFITS 


Other insurance benefits are provided through the same insurance 
trust fund, jointly established by the Hotel Association of New York 
City, Inc. and the New York Hotel Trades Council, which supports the 
health center program. 

Hospitalization—Through Associated Hospital Service of New 
York (Blue Cross) ; covers members and dependents; provides semi- 
private room without cost up to 21 days for each illness and 50 percent 
of cost for additional 180 days; includes maternity care. During the 
8 years in which hospitalization has been provided, 32,777 claims were 
paid through the insurance fund at an estimated total of $4,183,076. 

Life insurance.—One thousand dollars; during the first 8 years the 
program was in existence (through February 1958), 1,641 claims were 
paid and $1,636,446 disbursed. 

Accidental death and dismemberment.—One thousand dollars; dur- 
ing first 8 years, 92 claims were paid and $85,000 disbursed. 

Sickness and accident insurance.—Fifteen dollars a week; during 
first 8 years, 23,980 claims paid for a total of $1,926,278. 


Exhibit A.—Special enabling legislation passed by the New York State Legisla- 
ture; became law April 13, 1949 (ch. 585), New York Hoiel Trades Council 
and Hotel Association Healih Center, Inc. 


1. Edward P. Mulrooney, Martin Sweeney, Fred O. Cosgrove, Frank L. Andrews, 
Jay Rubin, Peter A. Moroney, and Peter Crescenti, all being of full age, citizens 
of the United States and residents of the State of New York, are hereby con- 
stituted a body corporate in perpetuity, by the name The New York Hotel 
Trades Council and Hotel Association Health Center, Inc., as a membership, non- 
stock corporation to be operated exclusively for the objects and purposes herein- 
after set forth. 

2. The objects and purposes of the corporation shall be: To establish and 
maintain a health center to furnish any or all of the following: medical care, 
surgical care, optical and dental examinations, medical diagnosis, medical ad- 
vice and treatment, medicine and apparatus, and other health services to ambu- 
latory patients, all through duly licensed physicians, or in the case of optical 
examinations, through duly licensed optometrists. The corporation shall furnish 
such care, treatment, services, and supplies only to employees covered by col- 
lective bargaining agreements between the New York Hotel Trades Council (a 
labor organization affiliated with the American Federation of Labor), the Hotel 
Association of New York City, Inc. (a membership corporation composed of 
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hotels in the city of New York) and such hotels, either gratuitously or for a 
compensation determined without reference to the value thereof. Such health 
center shall not be established and maintained in the state of New York without 
the prior written approval of the State board of social welfare as to the adequacy 
of the facilities and standards of care of the health center, including adequacy 
of personnel, and such health center when established shall be subject to the 
supervision, visitation and inspection of the State board of social welfare. No 
part of the activities of the corporation shall be carrying on propaganda or 
otherwise attempting to influence legislation. 

3. The corporation hereby formed shall possess all the powers which by the 
general corporation law are conferred upon corporations and in addition thereto 
shall have all the powers and be subject to the restrictions which now or here- 
after pertain by law to a membership corporation created by special law so far 
as the same are applicable thereto and not inconsistent with the provisions of 
this act. 

4. The territory in which the operations of the corporation shall be principally 
conducted is New York City. 

5. The principal office of the corporation shall be located in the county and 
city of New York. 

6. The persons named in the first section of this act shall constitute the first 
board of directors and the first members of the corporation. They, or a majority 
of them, shall hold a meeting and elect officers and adopt bylaws. The bylaws 
may, among other things, prescribe the number, qualifications and functions of 
the corporation’s members and the manner of their selection; the number and 
qualifications of directors who shall manage the affairs of this corporation, 
provided that the corporation always shall have not less than seven directors, 
of whom at least one shall at all times be a resident of the State of New York; 
the manner in which vacancies among the members, directors and officers, how- 
ever caused, shall be filled; the method of amending its bylaws; and any other 
provisions for the management of the affairs of the corporation. The bylaws may 
provide for the appointment by the board of an executive committee of the 
board and shall define the powers of such executive committee. 

7. This corporation is not organized or created, and shall not be maintained, 
or operated, for private gain or personal or pecuniary profit or benefit. The 
income and the property of the corporation from whatever source derived shall 
be applied solely toward the promotion of the objects of the corporation as 
above set forth; and no portion thereof or of the net income or earnings of the 
corporation shall be paid or transferred to or inure to the profit or benefit of 
any member, officer, director, or employee of the corporation or any private 
individual provided that nothing herein contained shall prevent the payment 
in good faith of reasonable and proper remuneration to any member, oflicer, 
director or employee of the corporation or to any other person for any service 
actually rendered to the corporation or the payment of interest on money 
borrowed. . 

8. The funds of the corporation shall be derived from one or more of the 
following sources: funds furnished by employers through The New York Hotel 
Trades Council and Hotel Association Insurance Fund which is organized and 
operates under an agreement and declaration of trust, dated as of August 1944, 
as amended on July 1, 1948; payment made to the corporation by employees 
covered by collective-bargaining agreements mentioned in section 2 of this act 
for care, treatment, services and supplies furnished them by the corporation, 
the amounts of said payments in no event to exceed the cost to the corporation. 

9. This act shall take effect immediately. 
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Exhibit B.——Summary of medical services provided, New York Hotel Trades 
Council and Hotel Association Health Center, Inc. 


Physical examination: Routine during first visit to center (including chest 
X-ray and usual laboratory tests), periodic (members encouraged to receive 
physicals annually), preplacement for new employees if requested by hotel man- 
agements. Beginning in January 1953, letters sent out to all eligibles who have 
not been at center during year. 

Specialist services: Allergy, dermatology, ear, nose, and throat, eye, urology, 
orthopedics, cardiology, chest diseases, gastroenterology, neurology, psychiatry, 
obstetrics and gynecology, peripheral vascular, proctology, social hygiene, surgery 
consultations, minor surgery. Provided in 17 clinics. 

Medical and surgical services in hospital: By physicians from center. Center 
maintains round-the-clock telephone service for emergency cases requiring hos- 
pitalization. Ambulance service also provided. Visiting nurse service for post- 
hospital care when recommended by physician. Hospitalization available to 
eligible members through Associated Hospital Service of New York. 

Optical service: Preliminary examination at center by ophthalmologist, with 
referral to center’s optician if a refraction is required. Outside optical company 
fills prescriptions at reduced rates. 

Pharmacy: Fills prescriptions at cost; maximum charge of $2 for a single 
prescription. 

Health education: Includes nutrition program and publication of material 
regarding health center activities and other health subjects in union and hotel 
publications. 

Social service: Medical social worker at center plans for hospitalization for 
patients, offers counsel and advice on environmental, economic and emotional 
factors related to health needs of patients, consults with medical staff regarding 
patient’s health problems, advises patient on community resources and makes 
contacts with agencies if patient desires. 


Source: Guidotti, Frank P., M. D., First Medical Care Program in the Hotel Industry, 
paper delivered at American Public Health Association annual meeting, October 1952. 


Exhibit C.—Findings and recommendations of the Department of Social 
Welfare of New York State on The New York Hotel Trades Council and Hoiel 
Association Health Center, Inc., March 12, 1952 


Administration: We are pleased to learn that the board of directors had pro- 
vided for an objective study of the quality of care afforded by the health center, 
at the end of its first year of operation, and we found that several recommenda- 
tions resulting from this study were in the process of being carried out at the 
time of our visit. We were also interested in the extent to which the board of 
directors has used the medical advisory board in its endeavor to develop a high 
standard of medical care. It is apparent that there is a capable administration 
of the health center in both its professional and its business aspects. Each de- 
partment is supervised by a qualified director or supervisor and appears to be 
smoothly coordinated in the total program. 

Care of Patients: It would appear that excellent medical care is available to 
those who are eligible to attend this health center, as physicians are carefully 
selected and each medical department is headed by a qualified specialist. Except 
for emergencies, all patients are seen on a definite appointment basis, and suffi- 
cient medical time is available to each patient. There is liberal use of consulta- 
tive services, and well-equipped special departments provide the diagnostic and 

_ therapeutic services recommended by the medical staff. Since the entire program 
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of medical care appears to be under constant evaluation by the medical director, 
the medical advisory board, and the medical staff organization of the center, it 
seems that while methods and procedures may change from time to time, a con- 
sistently high standard of care will be maintained. The one real problem with 
respect to patient care is the fact that a patient who loses his employment be- 
comes ineligible for care at the health center after a short period. We are 
pleased to learn that on recommendation of the medical staff, treatment may be 
continued to individual cases, and that in other cases, a social worker endeavors 
to work out an acceptable plan with the patient who must seek care through 
another medical institution. 

The staff of registered professional nurses appears to be adequate to the needs 
of the health center. It is recommended that a central supply room be set up 
in the nursing department for the purpose of caring for nursing supplies and 
equipment. 

Although we have mentioned specifically only two professional groups having 
direct contact with patient, we noted that technical staff in the ancillary depart- 
ments were qualified in their various fields. It was our observation also that 
the clerical staff, while not directly related to the patient care program, were 
making a real contribution to the comfort and ease of patients because of the 
courteous and pleasant attitude which was displayed at all times. 

Plant and equipment: It is evident that the building in which the health center 
is housed, although not built originally for its present purpose, has been well 
adapted to that purpose by skillful planning. Great consideration has been given 
to the privacy, safety and comfort of patients. Cleanliness and order prevail 
throughout. The New York Hotel Trades Council and Hotel Association Health 
Center, Inc., has made a very real contribution to the community’s health in 
making this facility available to employees in the hotel industry in New York 
City. 

Source: New York Hotel Trades Council and Hotel Association: Seventh Annual Re- 
port, March 1, 1951, to February 29, 1952. 


Table 1.—Direct and indirect operating expenses, by type of service, New York 
Hotel Trades Council and Hotel Association Health Center, Inc., March 1, 
1952-—Feb. 28, 1953 





Operating expense 











Item 
Direct Indirect Total 
Professional care, medical and surgical: 
At the heslth center... 0b2sseuhesc-seaesSaeees -aeebeew $214, 662.30 | $194, 775. 73 $409, 438. 03 
Away trour the health center__...-....-.--..-2.--.-1-.022-- OS, 457. 90: Isic a ewe cee 68, 487. 90 
MAU tien, ee ee 3. ees os. eee See. Je ees 29, 102. 17 18, 991. 29 48, 093. 46 
ADOTALOLY § 25 o-oo cee ee eon eos see causemsaae eee 22, 734. 02 9, 886. 28 32, 620. 30 
Piiysiotherapy nse sc. tcc ech Lee ote eee 11, 385. 71 14, 527. 64 25, 913. 35 
"Total protessiomal Cave -*. 2... .slec wee ccenccs L etedceath heiaetaetesphanl Rabel a W:, 584, 553. 04 
Pharmaey . ccansdvine cond comuetqcenadeeeeoste-d ech ee els is. Se eee 3, 589. 56 
Cost afoperations....2.6. 2222.0 el Ss. eae LR SE eas Se robe ie sh seeeacaces 588, 142. 60 
LP SS 0, a ne es ae ee en ee. ek eS 43. 42 
Net.cost.of operations... ..-scsccsnvenssdaee oeanleeese es eee eee Be ees 587, 799. 18 
Summary 
Cost of operations: before depreciation: ..o... 2052.20. s.2e Ried ccc ll cll elses $559, 530. 74 


DIDOPrecigtiOn: CRATEOS. a5 cals i oe ete gc gee Bee ot ee a ee 268. 44 
Not cost of operations, as abover!. i285. Lee Ce eee ARS eee $587, 799. 18 


Source: The New York Hotel Trades Council and Hotel Association Health Center, Inc. May 1953. 
Unpublished data. 
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Table 2.—Payments to physicians, The New York Hotel Trades Council and 


Hotel Association Health Center, Inc., Mar. 1, 1952—Feb. 28, 1953 





Peres er Ney te pee ye ee Be Se eS ee ha awaaccsawaccmdacdsnndwaee $223, 638. 17 
Service at health center: 
er eeee EPRI CNT aa ea ok een edn he Aes G nctbaweds vonacesacccmus 145, 632. 95 
Oe sr a ae ce ee weg an pce Tas ncn dense aveneseeseadeacoks 53, 259. 67 
Special medicine: 
a lane Fatear ede aeotahe doe accdcsaatasannresdscs=<Jetkeehebedeensods 6, 909. 50 
PEE err oer A SANS OW sh en Nan ence aSn anew a caaaWasateauncedimence 402. 50 
ee ee sno no soe See womens nonae eerie acetehe Caneaeae aes 1, 710. 03 
i or eo ea eee hee oc wee cae Swen 5 See eee cadeween 1, 436. 25 
[DVT UG ORAY Gi eS 2 2 ee Seen ene yee ae erent aan 5 5g ae eee ene 5, 100. 00 
Gastroemterology (ancludesisastroscopies).- 2. --. 2. -2- cen nano cenc eee ceeeweesweceecene 2, 015. 00 
Rt ee eer ae Pe nee ee ee Pease ae e eee 13, 547. 50 
CB er Os ee be ee alg See eS an gic s te eee wa cow endin 847. 50 
AR Ce ae oe oe a natn enon eeancetoseoeoses 4, 162. 50 
RONEN heros ta na se geo de ta lant Sapam thw asee See wle ss san enseanasedene 1, 175. 00 
Surgery: ; 
Nebemeet Mr Sta ee eee das pe ee eee coe ssc oa ae eaeeeeees 3, 425. 00 
Or ey CO nn aoe cee tanec sangu cto na se guee meccedaseaeseseencnse 5, 142. 50 
POD. casein ne ete any be Sateen) israel eterna eee pecs Sea eee 8, 182. 50 
lh TUNES a oe os Eleanor [pie 2a ei ge sla ep atch ene ena ey aE ye Fae gaye 7, 677. 50 
Bee ere Bree ORG tans foe nace agee Saco sesnue en aswcc aus Sesees eases set manay 6, 417. 50 
Bee eR 26 fe cee eee asec ba uke ens ule sce ease peaeeny cen ene 3, 040. 00 
ROC ees oe ee nea sp eros aaa oe sese ance css epe dense esas eseeee eee 2, 180. 00 
Wiralamys (NCMICeES CVSLOSCOMW iacco2 22 ets coe mene cee cee 1c soins oc eee aoe amano 18, 322. 50 
COTE SEAS WLR C1 ee ce te ee eae Se ee ae eee eae ee 115. 00 
PARC are ee VICOm LOCC Sate sod be ea oc oot aso ee eee s odee wanes eos ssbcaben essen 11, 009. 72 
NOR CRAG ote co een SOE en ae aa eee eee eww gece soseeeaoese -ecdenues 6, 096. 25 
TEBE CCE SF ea cS ee ng epee i eae Ee ee 2, 066. 00 
UR SES oS aS erm re tec el ae 0 ae eee in mr err en = eae enemy To 1, 997. 50 
AKeGoreagdime sMeclaltics, MeCCIGMiGs. <4 0 kn = Sale ee See eo sae eee eace as 849. 97 
Bery cc oueciia Or Healun cemiter, Lota! 25) =. 25 os a es Sb meee ingaenan 66, 995. 50 
Mie Gi caleeaseSaemecaeaee see soe sues ee saa wee Ss toate eee ee occu eee cbbeeseeeES 10, 190. 00 
Re CO Ca iee ao eee Sateen s Soe ea cee = see ST ee eee eee en eee eee 48, 360. 00 
FEM CRE OM CVE LS See eens anne eee er ee a anaes eae tec cee noc ct oon eeeen ewes 4,765. 00 
@ansiltia iOUSHe= foes Fe ee oa dees ase Seto sasweneseceec eeu seetesletedees 1, 190. 00 
Via eee yess 28 ee pase Soe hie et os dace dee nee) aes eee D-ses-bh tee Yue 1, 275. 00 
De Os ee ae ee a a ee ee eee 335. 00 
PI TOMEMOSCODY retort ser atone fee aoe rao See Seas ease ecncseeae coo e wae cece ewcceeeeeaoe 560. 00 
Bilcemocncephalocra plive =222s=0 sass aed. Somes ee cek oa os eo se sean eee Soa cnciesececeas 320. 00 


1 Clinic title discontinued. ; ; 4 e 
2 Includes fees for syphilology clinic which was replaced by social hygiene clinic, September 1, 1952. 


Source: The New York_Hotel,Trades Council and Hotel Association Health Center, Inc. May 1953. 


Unpublished data. 
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Table 3.—Total visits to each clinic, by number of first visits and number of 
ee York Hotel Trade Council and Hotel Association Health Center, 
Inc., 1951 


First visit to clinic 








Previ- 
Clinic Total ee ously 
visits New to treated | Revisits 
health : 
health aeuitee in to 
center | gist visi another | clinics 
sit | * clinic 
this year A 
this year 

DO bale tee ene Se aa ee ea Sea eee 63, 354 8, 387 i ie! 5 a hime pe 40, 339 
B:<(0 41561 5 00 eam ee a, mere ters ened RM PeRsebeet ay oP eeu 6, 362 1, 821 103 109 4, 329 
PURO eo ae es Jen a enceana sess sceoasaeese eee 5, 616 19 27 324 5, 246 
Arthribisvand rhewumavisim 2225s. elec eee eee nee CS Tap ees cxeeeea ee 13 221 377 
Cardiologye as cocs soca e ee ee eae eee ae 483 2 1 265 204 
@irestadiseasees ese Sas ee tose one See ene 472, 1 16 293 162 
Dermatolonyand sy pailology.--22 22222 eo 3, 100 183 90 1, 247 1, 750 
Paromoue; aad UnlOnl.. te et ene cc eo oe sea ee 4, 500 6 105 1, 744 2, 645 
Endocrinology ang metabolism — 2222. 5 S222 2 648) |S 8 203 437 
BOOS > SII oe eter dass pea eb eal art eneet anelntiy =m etait 4,072 201 91 2, 264 1, 516 
Gastroemberolotyon 2. Seen ees ee eee acne IOQ0t Ret eee ses 20 340 669 
Genera] medicine and general surgery___--.--------- 22, 140 6, 315 590 641 14, 694 
INeunelosy and psychiathyes-saeo as cee. oan ae eae O22 Mieka Sam. 9 325 188 
Obstetrics and "synecolosye2 =~. se. secre se 1, 308 1 34 668 605 
Onthopedicsacessa- oe oe aso ek en eee 2, 248 3 61 909 1, 275 
Reriporalwasemlarits 228 == ii. oo oe eat eae 1, 457 1 21 509 926. 
IPROCOLOLO RY ae eee sneer eee ee eee UOUST Basco see ne 22 479 Te ally 
SUSSCRY ee te cece Sees one eee a ees eee ae = 1, 134 2 21 690 421 
WWnolo gives sam ees ree eo ero eo eas 3, 966 2 56 724 38, 184 
Imterialmedicine t= ase. a ee ee ees T3902) |paose aeons 118 681 593 
Physical medicine consultations 2?__......-_...-..--_- GG" | SR o ses ee eee ee 675 I 





1 Clinic title discontinued June 1, 1951; combined with general medicine. 
2 Started Dec. 1, 1951. 


Source: New York Hotel Trades Council and Hotel Association Health Center, Inc., April 1953. Un- 
published data. 


166 


Table 4.—Total visit to each clinic, by number of first visits and number of 
revisits, New York Hotel Trades Council and Hotel Association Health Center, 


Inc., 1952 


Clinic 


PNOMOTE CHI Stee ee Con ee en eee ae a eee EE 
AMOI ERAS te eee pl ey ac le eg a 
IAEEH TI ISanG: ENeUmMeAtISMie. 80s es — fle ee eS 
GA ROIO LOS ype eee cere ae ee eee ee es 
(CHOBE GIES ES bce eases paced eas ee ee Se Ree 
ID STN ACO eee tee ee a ee ee ernie 
Dermatolocy and syplulology 2.5 2 22. 2: 22eesec ke 
TON POC OS ate alt en ey ae pe! eet DN eat ra er 
I Se OSC pee CUNO AGE =e so es ee eons UTS Soe 
Ey, Coe ae a ree ee ee OE ee eg Se ee 
Gastroenterology (includes gastroscopies)____...--__- 
Generalemedicmor ts 2. Soo eee eee 
ISSUE ORO aye ee oe a a ees Cees 
Obstetrics and eynecolosy 2.222528 ues sense s2s 22 
OREM Me CSeme eerste ee ee oe aie is ek ard 
FROREP Morale asChiba les sere 2 ae eens Rad ee eels ee 2 
Physical medieme consultations: 222222224 -22.52225- 
SEO LO) O Dieter ae mee ae ee ee ee ee eee et ee wee 
TEAS GLINT2 [hn Sheseie NE oe ina cee ene Sa A een tea 
SOC Whyte n Queen eer ne Se hn eee oe Re tees 
SULoehy CONS ONONG a2 2222 aoa e coo ne eo ota et 
SHEAR eI OD reeeera sete one So a eens St Ces 
WroloeyeandeystOsCOpy---- 2-5. 522 = feos ee oes 





Total 
visits 


65, 999 


11, 133 
7, 300 
268 
353 
472 
1, 018 
1, 727 
306 
$137 
3, 698 
630 
20, 803 
481 
1, 619 
2, 625 
1, 566 
701 
1, 275 
139 
400 
603 
385 
5, 355 


New to 
health 
eenter 


5, 310 


1 Syphilology transferred to new social hygiene clinic during year. 


2 Clinic title discontinued during year. 


First visit to clinic 


' Known 
to 
health 
center 


first visit 
this year 


Previ- 
ously 
treated 
in 
another 
clinic 
this year 


935 


Revisits 
to 
clinics 





Source: New York Hotel Trades Council and Hotel Association Health Center, Inc., April1953. Un- 


published data. 
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Table 5.—Services provided at New York Hotel Trades Council and Hotel 
Association Health Center, Inc., 1951 and 1952 











Number of Average number per 
services | 1,000. eligibles 
Item 
1951 1952 1951 2 1952 3 

Clinte visits, totakiets2—. 2.2.2 secct odnsnccceeetcwess caenn 63, 354 65,999 | 1,870.6 1, 898.6 
WAmIthing:. | Sead. ob ceob eos he occ tan doawuawsseueeteeeereas 6, 362 11, 133 187.8 320.3 
BNOESY « <:4s sng eanise tune sere ee be cnct ioc aaccuaiereaeaneeesacee 5, 616 7, 300 165.8 210.0 
WPI UIS Si olen nate plan enkvane acesdeneseacenae eee eee 611 268 18.0 77 
Cardioloty-22 nccacne sess ceneseee sens ce sanaee = =cem arene ae ane 483 353 14.3 10.2 
@hestidiseases........2 620.8 < 5st bse se sa See ee See Sos-. 472 472 13.9 13.6 
DOP RNONC EY rs rcenitiew a nsewnncneccusensmamnnsaencanedmancdsanalieamaecas PiGee tl osomeasees 29.3 
Dermatology end syphilology *..5c2. 1..<.25204. 32+-s6--<s22eee6 3, 100 1, 727 91.5 49.7 
Pia etes ti sa. 2518288 Sao ese neon eee soe ae ae een n= eee 306) |=2.-.maeee 8.8 
ar, nose, ene. Chrest.62.. <_<. eons Ba eoucevecs se due 4, 500 3, 137 132.9 90. 2 
Endocrinclogy and metabolism 4_.....-.----------------------- O48). can ean Le Ss aaa nee 
MOGs oot doe ceate ta Shao sac an cicasnn= casieeaen see oesccaeeee 4, 072 3, 698 120, 2 106. 4 
uaenk ole (including gastroscopies)------..-------------- 1,029 630 30. 4 18.1 
Gonioral medicine... 25 << -s debe ween sonksdo tesa dteewus eens 22, 140 20, 808 653. 7 598. 6 
Internal momicine ©. .2cbs.cc2 cues cannons. 5s-Sieh onc ecsoseseens 1, OOeh i oaee cae = 1 i Penelien er 
INeirolocy:< See. 22 s= a1 See o-oo en oe 2 cee eos soa eae eae eee eee cco (eran 13.8 
Neurology and psychology *...... 22: =... 2560 3p een ce ceens jc oy Rane Se be id Reetaele ee 
Obstetricsiandeynecology 2... e222 sce soe te Beason 1, 308 1, 619 38. 6 46.6 
Orthopedics 4. 2-22-8858 = otek sb js oes eeeeeee osc ae doaee 2, 248 2, 625 66. 4 75. 5 
Reriphoral vascular... = <2. 05 esses tas sede Sees 1, 457 1, 566 43.0 45.0 
Physical medicine, consultations ..........1. sos. <-.------<.224. 676 701 20. 0 20. 2 
PrOClOlo gy 2c deo 3-5 SO Ea oo ot Se wawnsn segue desc eecuaseenat 1, 618 1, 275 47.8 36.7 
NCL i a eee oe ee a San oe 180) |oancnetee se 4.0 
NOCIAMMy CIONOS3.- 5-5 Pe cons ote aa cone aoa eee ane aa eee aeeas|P ee scee A003 oo sear = 115 
Mureery, CONSULTATIONS 12... .-<tck sees nseehae~- cena seu t | se seees Ost le cccccenae 17.3 
SUPPOrY MUMNON.. 3. 2 ees ese h ose cc es nesses Soames Sees 1,134 385 33. 5 11.1 
Urology Gneludes cystoscopies)..2.........-..+.--..-2.--5-s26-- 3, 966 5, 355 Wet 154.0 
Diagnostic-procedures, total.......=.--sses--eseee55ccese5 47, 470 36,030 | 1,401.6 1, 036. 5 
MUCIOSTAIMS] 5-52 Sos x oe coat ssace} sass e asses eae ee eee eaae 178 123 5.3 3.5 
Basal metabolisnis--.* ssa ssec rasa s oe eee 520 41] 15.3 11.8 
Hlectrocardiogrdmss: 22250. - lsc 35. 5 eee ee ee eee 1, 669 1, 430 49.3 41.1 
POCO. 8 isa od Sm aeoa nekamntes sem new seats omenaneeseee 74 1, 658 2. 2 47.7 
WADOTALOMY. = <ceewoc ek atte oot eee os eos eeoeeene sates 30, 907 21, 365 912.6 614. 6 
Miniature chests -rayseisise~. Ses eee ee eee 7, 683 4, 820 226.9 138. 7 
Special AcrayS.sciss. wc se setee ee ee ee oe ee eee 6, 439 6, 223 190.1 179.0 
Ancillary therapeutic services, total_-_-...-----.--------- 21, 516 20, 915 635. 3 601. 7 
Pheialt helene S202 6 neo el ee Cet a ee ea 12,104 | 11,538 357.4 331.9 
ona lat Gab ne eae eee eee ee ees 2, 353 3, 160 69.5 90.9 
Superticial X-ray therapy. .<..2c2-s22coces5.--osscccnceee seseee 400 233 11.8 6.7 
TSO hIOR CNOEADY o.oxnas ccs aanos+ coouesSacciatiecsaue seconaceeuees 6, 659 5, 984 196. 6 172.1 
Medical socialisernviee: Visits-.ls-s--- 2245220552250 ee eee cee ee 4, 989 4,181 147.3 120.3 
Pharmacy preseriprlous ... -2..2- <b 2c csheissncesccasoschouceccucs 27, 809 25, 714 821.1 739. 7 


1 Excludes preplacement examinations given at: ee request: 508 in 1951 and 244 in 1952, 
2 Based on 12-month average eligibles of 33,868. — 
3 Based on 12-month average eligibles of 34, 762. le 

4 Clinic title discontinued during 1952. 

5 Syphilology, transferred to new social hygiene clinic during 1952. 

6 Clinic title discontinued June 1, 1951; combined with general medicine. 
1 First available Dec. 1, 1951. 


r ater New York Hotel Trades Council and Hotel Association Health Center, Inc., unpublished data, 
pril 1953. 
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Table 6.—Number of patients served and average number of visits made by 
_ patients to each clinic, New York Hotel Trades Council and Hotel Association 
-- Heclth Center, inc., 1951 and 1952 





Number of patients | Average number of 





served ! visits per patient 
Clinic 
1951 1952 1951 1952 
od LISS 1 Sg ete tel atte capt teh Pee uct remeron tg el epee 2, 033 6, 054 3. 13 1. 84 
REIN gee he is a ee eee tea ea wa neatenaae 370 504 15.18 14. 48 
PPUUritis Giid PHCUIIAEIGUY Fog nn ok intense seco eennss 234 92 2. 61 2.91 
bo a SR RS Sik tS 5 AS) i ee ce AE es ee re 279 223 1.73 1. 58 
DI IOS: eee eae ee eee ae ee 310 326 1, 52 1. 44 
pea NR ee eee coma ce ane Cae sSancuen es SAG es ce ca cs 2. 70 
Dermatology atid sy philology ?.. 2. 2. oon bn Sub sews class 1, 350 797 2. 30 216 
ee NS Be ee dna seamen gees eee seat et en awcieenccfasccasceas NSIS eee eet 27 
Mie OSC Sate (EON 6. 2a. oe Se ess an Sac noes sel Sa eeken 1, 855 1, 617 2. 43 1.94 
Endocrinology and metabolism ?__.............-.---.--.---s--< 2 re eee S201 | wepites—. 
oN ele al a ghee LD en ei te Ig tS ee ety 2, 556 2, 248 1. 59 1, 65 
MpasitOereronne yy. 2a. toot fas 5. hee sos slgmnkchin sd 360 208 2. 84 3. 02 
OlCHOEA! PNOO OIC nn Ss Sree ies s: chawnnaseanenh 7, 446 7, 899 2. 97 2. 63 
eentins SHICENCING Seee tbe Sooo cote RS onsen 22 le cotaecae ees OOM Siete eee Last? es le 
EN CU Co Se Oe NE ee ee eee ae eee ee eee eee eee S0lplS 2 SS es 1.60 
PeurOloey ANG DOV CIA Y 92202. sane ncew sno cncenancl esse ate DOs ee wes oes I 5Oq See ee 
Opstetrics andseynecqo Gy a. 245i eoeu So ee a ees 703 727 1. 86 2,23 
OC a as ers einen seniew eas sdsowenSeaueend Sn 973 1, 138 2.31 2,31 
CELLS ce) C0 | a ne ge a een 531 468 2. 74 3.35 
Phycical medicine, constiltations _............-.-24--.-2+2-2-04- 675 604 1.00 1.16 
LOG OG 922 poe ee oe PS} ced See ees 501 491 3o28 2. 60 
RR ee os he re eee ce antecs ce ctan sores leeeewess ee LOGE eee eee oe 1,31 
CN GCN oho ae eae se ae Se eek ees eae Eel ao we een dk PAVE ae eae ee 1. 67 
a gO INS Fe ele se Sea ost cwesunene| decane <n ay an geeanek Ree ena 1.17 
Surgery, minor-_-_---- Pees ana ase te eee Se Ree Se ee 713 328 1. 59 1.17 
PRE OIONY ULE? CVS 0500 2 oe es ones cen enwonbdecuwnnnn 782 1, 130 5.07 4,74 





1 Excludes preplacement examinations given at employees’ request: 508 in 1951 and 244 in 1952. 
2 Clinic title discontinued during 1952. 


2 Syphilology transferred to new social hygiene clinic during 1952. 
4 Clinic title discontinued June 1, 1951. 


Source: New York Hotel Trades Council and Hotel Association Health Center, Inc., April 1953. Un- 
published data. 


Table 7.—Most prevalent diagnoses, 100 or more cases, New York Hotel Trades 
Council and Hotel Association Health Center, Inc., 1952 


Number of 
Item diagnoses 
ee Ee ACROSS oe, Seg ae Bua eels ho sis ood oe SES aw Be So ee Sew Soko Beue danke e se 1, 445 
Meaty, Bor Spee ied AS Of CNCOCIING O1IGIN <8 in nse es ccw ane o mens ve ceccuécsen teccecenncecceten 728 - 
em O Om engOns Oc lWOr CULOMNICS es 42 ioe oe 5. Sn da Seed a weak seek woos hak eb n a ncseeeode 722 
Essential benign hypertension without mention of heart._...............-....------_---------------- 513 
BEUGTMNGRE MO MIS see. eae eee ee ae ee he Seen Se A Sh ee AE oe Le eee SS eh Pe 467 
RN a a se re a tee aaa ea dae Se en sad ok one nud whee oceucdkosmeiceokee 337 
ER CUCE IIA SO NCSI GIS eas eee Se aheats = a an SS ee a eel a Se eT ee 332 
Acute upper respiratory infection of multiple or unspecified sites_.......__._...._-_-____-___________. 307 
Synovitis, bursitis or tenosynovitis without mention of occupational! origin___-.......__.......______ 289 
Sm a a OR ere ress ae ao as oe eee oa Se alana gee wcceediens anersdaussacceSous 281 
PREIS Citi oe ees a ee er ee Soe Ouro a oe ee See neh. Se ee Pe oe aed see eS es 270 
MP emnnnere (yt ACO NEON as oa oo be ots oe Seed aes a cok a wacacwaneucncnensicescesccueewas 262 
SN tg ee rig ee oie ae ioe ae heen sam adwesuniad ozclemmacdccecone 262 
AUR EMDR INRG Sees or rea oe wee eon ooh aa soa wesecaw sees a weade donc oeunesawtebatewckewcn 260 
BORON Ge dU ENG RNG he cee eer Sti wl aot eeaa st oss e oc enseel Sac ISCet ns dieacekcechd~sedudesn 257 
I TNE ANNA en A a eee Pecans Ska ubwee acd Seam masons 201 
Anxiety reaction without mention of somatic symptoms..................----.-.---22 2-2 -------- 196 
URS eI CALLEN Riera Re fone Baw aoe en ewok ewe widas Suaeee le seus eicocetme cana awee wenn 191 
PI Opt AWAN 8UlY, COR 229 moe oot ates wee tne ers oe bee ss ed Ce owen Soa c Cached cede 184 
Sea ce RAR NU RIM re ee re ree a oe aa de oe cade aa aka wend abt owenecinowwaas voekesoemewes 182 
PD CEMIALO PN COSIS sate San ae ts ee Sets oa ae anaes Swan Ae Pon el a a eee te See ee 178 
eee a woe EEOC EOCEL 0 2a ree Pee en Soe xe eeu meee Seem c ad saeco a vawes coacuwewenu 169 
ppm as) CAG SETI OF SAbt OIG NOMIC We o.oo on wah os Su = go aein wdiseGnn sane ube cece utewtenncdiascesen 166 
mG SOR ae ANN rere ean ss oe eis Sos eee eee seu cee cthbaceesees cawbemenede 163 
FASS ie BI es eee nel oe ee tres ae Ser I 2 ete NS Ue oe Soa eine Tate seca aueis 159 
EUOMIRG GE CIC CV AA OI AGemee ee ante nee ee eee fone nas Sere esau Edad atecececsescesue 156 
Eby pertensive heart disease, other and tnspecified ..._.... 2-264. cco case cee sess ecceeeeseeenn 148 
He LOSEA Lyi a eee ere ee ene ne ee ea et ae se eee Us eee Se Saeed ee weaenae 146 
ESTES yO eee a eee eee Spe ae ee Ne ee OE ines aint SB aen owes scekendeweu 140 
ORL CEST OIA E TT La Keer esa ern ae rae ties owe a A ne rt ns ee ae a eta its 131 
OU ACEOUS CII S 6 OUNCE NSEASOSIOL eines 2 Sas ei sae ee te toa ns shades Geese cob oe esc ees eee cuscus 125 
DEES a Pe es Se eS 121 
(EBYDCLETO My, Ol LONGIIS nC AUONOLUSs eset ona oe seen Seen beso c beet teeeersendeloncecses 115 
Ciromicmasonnanyneiises. a2. eens reese Oises Aleit 2 2 ie eee ee eek eee etueues 112 
LCE eM ROMDY CO liye ae eam meanness eee US eases toes ewe aucccecnebawlnaetacseeewelses 110 


_ Source: New York Hotel Trades Council and Hotel Association Health Center, Inc., April 1953. Un- 
published data, 
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Medical services at center, home and hospital 


Moving Pieture Machine Operators’ Union of Greater 
New York, Loeal 306* 


Eligible for medical services through The Health Insurance 
Plan of Greater New York** 


7 East Twelfth Street 
New Work 3, N. YW. 


The Moving Picture Machine Operators’ Union, Local 
306, AFL, contracts for health and medical services with 
the Health Insurance Plan of Greater New York. 
Through 30 medical groups members receive preventive 
and comprehensive medical care in the home, hospital, 
and doctor’s office; 27 of the groups have medical group 
centers. 

At the end of 1951, after 1014 months of coverage, 3,555 
persons (union members and their wives) were eligible 
for benefits. The full premiums are paid from the local’s 
health and welfare funds secured under collective bar- 
gaining agreements. During 1951, the average annual 
premium paid for each enrollee, covered by the Moving 
Picture Machine Operators’ Union contract, was about 
$35. In addition, the union members and their wives had 
hospitalization insurance paid through the local’s health 
and welfare funds. 


The Health Insurance Plan of Greater New York is a community- 
sponsored medical plan established in March 1947. The first con- | 
tractor was local 89, Chefs, Cooks, Pastry Cooks and Assistants Union, 
A. F. of L. The largest group of enrollees are employees of the 
city of New York which includes those of the board of education, 
board of higher education, the New York City Transit Authority, and 
all of the other city departments. 

Health Insurance Plan provides comprehensive medical services 
through 30 medical groups and a central panel of physicians with 
highly specialized skills. Hach medical group is made up of a 
number of physicians, ranging from 20 to 60. The physicians assume 
joint responsibility for the care of the patients. Each group is 
equipped to perform all usual diagnostic and therapeutic procedures. 


*Herman Gelber, President, and Ernest Lang, Secretary, Moving Picture 
Machine Operators’ Union of Greater New York, Local 306, 362 West Fiftieth 
Street, New York 19, N. Y. 

**George Baehr, M. D., President and Medical Director, The Health Insurance 
Plan of Greater New York. 
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Enrollment in HIP is open to employed groups of 10 or more. 
With certain exceptions, the employer is required to pay one-half 
the premium; some employers pay the full premium. Dependents 
may be covered. 

As of April 80, 1958, the Moving Picture Machine Operators’ 
Union (local 306) was one of 19 unions contracting with HIP; the 
19 unions had enrolled 53,748 persons out of a total membership in 
HIP of 391,356. Sixteen of the unions, including the Moving Pic- 
ture Machine Operators’ Union (local 306), paid the entire premium 
from health and welfare funds secured under collective bargaining 
agreements. In addition to the union enrollees and the city workers, 
the plan, in mid-1953, was serving the employees of the United Nations 
and of over 485 business and industrial firms, private schools, and 
social welfare agencies. 


EicipiLiry 


Labor unions and employed groups may contract with HIP to 
provide services to their members. In the case of labor unions, 75 
percent of the members must be insured, the minimum coverage being 
25 persons. The enrolled members of an employed group must con- 
stitue 100 percent of a group of 10 persons and 75 percent of a group 
of 25 or more; if 11 to 24 eligible employees enroll, they must represent 
at least 90 percent of the eligibles. Dependents, including spouses and 
unmarried children under 18 who are not in institutions, may or 
may not be covered, according to the election of the contractor. 

There are no age limits for enrollment and any subscriber and 
his dependents losing their eligibility may continue as subscribers by 
paying the full premium directly to HIP. Dependents reaching age 
18 may enroll as subscribers. 

Subscribers must have hospitalization insurance as a requirement 
for enrollment. 

The contract with the Moving Picture Machine Operators’ Union 
(local 306) provides only for coverage of wives. Children may be 
covered later when the union works out a way of meeting the premium 
cost for the families. 


MeEMBERSHIP 


The Moving Picture Machine Operators’ Union, local 306, con- 
tracted with HIP on February 15, 1951. By the end of the calendar 
year, a total of 3,555 different persons were enrolled through the union 
welfare fund. Approximately 30 percent of the members and wives 
were enrolled for the full 1014 months; the others came in at varying 
times during the year. The total enrollment was equivalent to 2,160 
persons enrolled over a full year, as shown in the accompanying table. 
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From 6-10% | Less than 6 


Enrollment Total | 104% months axontine “seats 
TST Ot Suet la eae ae aa a gata a 3, 555 1, 036 1, 100 1, 419 
Amuse quivalentasa see 2232 2 fare 8 ee eS 2, 160 907 802 451 


Wives of the union members were covered and they represented 
48 percent of the average annual enrollment. 


METHOD OF FINANCING AND COST OF CARE 


Method of financing.—Health Insurance Plan was launched with 
loans totaling more than $850,000 made available by several founda- 
tions. These funds were used for preliminary studies, organizational 
and promotional work, and for pilot operations. As of January 1, 
1953, $300,000 of the loans had been repaid. 

The operations of the plan are financed from premium payments 
for persons and families. Employers are required to pay one-half the 
premium and in some cases pay the full premium; exceptions are 
made for Federal and State employees and for families in certain 
cooperative housing projects who pay the entire premium. Unions 
contracting for coverage of their members may pay 50 percent or more 
of the premium from health and welfare funds. Under the Moving 
Picture Machine Operators’ Union contract, all of the premium is paid 
from health and welfare funds. 

The base premium rate is paid for a single employee with an annual 
income up to $5,000 and for families with annual incomes up to $6,500. 
Premiums are 50 percent higher for individuals and families with 
incomes above these amounts. The same premium rate is paid for 
all families of three or more. Annual premium rates are shown in the 
accompanying table.* 


Total annual premiums 


Type of contract 





Upper-in- 

Base rate come rate 
OE E.G 0G a ae ee ee es $34, 56 $51. 84 
Esbanceands wieon parent andsehbide=2 2 2ezeste he Weel fed Ol Sel Oe 69. 12 103. 68: 
Uinployvec wit 2 or More dependents... .- 1 eae ese n= ---- 103. 68 155. 52 





Premiums are paid into the HIP central office, and HIP pays the 
medical groups participating in the plan a per capita amount for 
each enrollee registered. Cash indemnity payments are made by the 
HIP central office directly to enrolled families living outside the area 
served by the medical groups. These are comparatively few. This 

2On July 1, 1953, base rates were changed as follows: 1 person, no dependents—$42.72 ; 
husband and wife or parent and child—$85.44; employee with 2 or more dependents— 


$128.16. No change was made in the upper income rates or in the annual income which 
determines the upper income bracket. 
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coverage is provided only as an accommodation to employers and 
unions with such eligible members. 

Payment to the medical groups is not affected by family size since 
the groups are remunerated on a per capita basis for each member of 
the family. The rate structure of HIP—a fixed premium per family 
of 3 or more—combined with the system of per capita payments to the 
groups requires that the premiums of the one-, two-, and three-person 
contracts carry the amounts necessary to take care of extra persons in 
families of 4or more. 

Operating costs ——In. April 19538, 81.2 percent of every dollar re- 
ceived by HIP was paid to the medical groups, 4 percent went into a 
statutory reserve, and 2.6 percent covered other reserves for benefits 
and working capital. The remaining 12.2 percent included 2.3 per- 
cent for medical supervision and health education, another 1 percent 
for research, and 8.9 percent for the financing of all of the other 
administrative divisions—such as registrar, comptroller, enrollment, 
and sales promotion. This overall distribution of the premium dol- 
lar does not, however, work out in precisely this way for the individual 
contracts since these vary in premium return per insured person. 

During the 1014 months that the Moving Picture Machine Oper- 
ator’s Union was under contract, the union paid HIP a total of 
$75,773. In addition to the capitation payments to the medical 
groups, HIP was liable for cash indemnity payments to the 100 
persons (annual equivalent) who lived outside the area served by 
the medical groups. 

Average cost per member.—The average annual premium for each 
person eligible for care under the union contract was $35.08. This 
average 1s made up of an annual equivalent enrollment of 2,095 at 
the $34.56 base rate and of an annual equivalent enrollment of 65 
at the $51.84 upper-income rate. 

Payments: to physicians—The participating medical groups are 
autonomous, and each determines its own system of payments to 
physicians. The amount paid is based on the physician’s rank within 
the group, special skills, and the proportion of time devoted to HIP 
work. Most of the participating physicians engage in some non- 
insurance private practice. Health Insurance Plan has stated that 
the average net income, from HIP practice, of full-time physicians 
is equivalent to the reported earnings of non-HIP physicians in New 
York City. Full time is defined as 40 hours a week for 48 weeks 
a year. This permits the physician a 4-week vacation, 2 weeks for 
purposes of education and research and 3 weeks’ loss in holidays and 
sick leave. 


SERVICES PROVIDED 


Comprehensive medical care is available at home, hospital, at the 
medical group centers, and in doctors’ offices. Periodic physical 
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examination and all kinds of preventive care are included. All types 
of illness and disability are covered, including preexisting condi- 
tions. Services are available 24 hours a day. 

General medical and specialist care-——Each subscriber selects one 
medical group and within that group one general physician as his 
family or personal doctor. The family physician assumes responsi- 
bility for periodic physical examinations and general medical care 
and arranges for all necessary specialist and laboratory services. 
Specialties include: Pediatrics; obstetrics-gynecology; general sur- 
gery; internal medicine; ophthalmology; ear, nose and throat; ortho- 
pedics; dermatology; allergy; urology; neuropsychiatry; radiology; 
and pathology. Psychiatric diagnosis, but not treatment, is pro- 
vided. Exceptional procedures such as neurological surgery and 
congenital heart disease operations are provided by a panel of “super” 
specialists compensated through a special fund to which all groups 
contribute. 

Ancillary services—Diagnostic laboratory services of all kinds, 
X-ray diagnosis and treatment, radium, radon and radioisotope 
treatment, physical therapy, administration of blood and plasma, eye 
examinations and prescriptions for glasses. 

Other services.—Visiting nurse services in the home and ambu- 
lance service which is generally limited to transportation to the 
hospital. 

Services not provided.—Dental care, prescribed drugs and biologi- 
cals, eyeglasses, artificial limbs, purely cosmetic surgery, treatments 
for acute alcoholism, drug addiction, mental and nervous disorders, 
and conditions requiring institutional care (not in a general hos- 
pital), care for workmen’s compensation and Veterans’ Administra- 
tion cases, and certain medical services, such as administration of 
anesthesia in hospitals where HIP medical groups are not permitted 
to render the service because of hospital regulations. 

FAciniriss 

In April 1953, 30 medical groups were affiliated with HIP. Each 
of the five New York City boroughs and Nassau County had at least 
one group. Each medical group is required to possess facilities meet- 
ing the standards set by the medical control board of HIP. 'Twenty- 
seven of the groups have their own group centers or have centers under 
construction. The remaining three groups which have small enroll- 
ments plan to acquire their centers in the near future. HIP estimated 
that by the end of 1952 over $3 million had been invested in physical 
facilities and equipment. 

All physicians have some office hours at the centers. Family 
physicians and pediatricians see many of their patients in their own 
offices, while the specialists do most of their work at the centers. 
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STAFF 

Medical staff —As of the beginning of 1953, 950 general physicians 
and specialists were associated with the 30 medical groups affilated 
with HIP. In a characteristic group of 25 physicians, having a 
normally constituted family population to care for, there are provided 
the full-time services of 18 general practitioners, one internist, 2 
pediatricians, 2 obstetricians-gynecologists, 2 ear, nose, and throat 
specialists, 1 surgeon, 1 eye specialist, the half-time services of both an 
orthopedist and a urologist, and the equivalent time of 2 physicians 
representing the part-time services in dermatology, neuropsychiatry, 
radiology, pathology, and other specialties. 

Yualifications for physicians——The professional qualifications of 
each participating physician are reviewed and approved by the medical 
control board before he can become a member of a medical group. 
Kvery specialist must have a certificate from an American medical 
specialty board, hold an appointment in his specialty on the staff of a 
hospital approved by the American Medical Association for resident 
training, or have equivalent qualifications. 

UTILIZATION 

The estimated utilization of health and medical services by members 
of the Moving Picture Machine Operators’ Union, local 306, is based 
on the experience of 679 members and wives who were enrolled in 2 
medical groups. These 679 persons constituted 19 percent of the 3,555 
persons from the union enrolled in HIP for the 1014 months during 
which the contract was in effect in 1951. In estimating the utilization 
patterns for the entire membership, it was assumed that the experience 
ratios recorded for the study group could be applied to all enrollees. 
The record of services provided excludes all nonphysician services and 
the services of pathologists. 

Persons receiving care-——Members and wives of the Moving Picture 
Machine Operators’ Union, local 306, were enrolled in HIP for an 
average of 7 months and 9 days. Of all 3,555 enrollees, regardless of 
length of coverage under the plan, 57.7 percent (2,052 persons) had 
visited a physician at least once. Of the one-third enrolled for the full 
period (1014 months), 70 percent saw at least 1 physician. Nearly 
50 percent of those enrolled for less than 6 months had seen a physician 
by the end of the period. Approximately 500 persons, or about one- 
seventh of the total membership, received a general physical examina- 
tion. Table 1 shows, by length of coverage, the number of persons 
recelving physicians’ services. 

Total services provided—tThe 2,052 persons enrolled for varying 
lengths of time over the 1014 months who received care made 16,138 
visits to physicians, or an average of 7.9 visits per patient. Those 
enrolled for less than 6 months had, on the average, 5.8 visits per per- 
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son receiving care, while patients enrolled for the full 1014 months 
had an average of 9.2 visits. 

On an annual basis, the 16,138 physician visits were equal to 7,471 
per 1,000 eligibles. After adjustment for length of coverage, those 
enrolled for 6 months or less visited the physician slightly more fre- 
quently than did those enrolled for 1014 months, the annual rates being 
7,940 and 7,341 visits per 1,000 eligibles, respectively. 
~ About 91 percent of all physician services received by the union 
members and their wives were provided at the group centers or in the 
doctor’s office; 4 percent were home visits; and 5 percent, inhospital 
services. Table 2, summarized as follows, shows for members and 
‘wives the number and place of all physicians’ services. 





Physicians’ services 
Place of visit == 
Number Percent 


A SRR a ae ae a ee 16, 138 100. 0 


Physician’s MNGELOIE ODEN CLUE See ee eee ee 14, 734 91.3 
TEST OICIES ue av 0N 0s ee Ege © es ee ee ee Sle ee ae eee eee: 646 4.0 


NERGHS pia eens ee ey ae See ee oe en ens eee ee Rie ok pete Sse Sa | 758 4,7 


Union members visited a physician more frequently than did their 
wives. Each 1,000 eligible members had 8,430 physicians’ services 
per year, compared to 6,411 services per 1,000 wives. 

Some patients required a large volume of service; the 5.4 percent 
of patients (110 persons) visiting the physician 20 times or more 
received 25 percent of all the physicians’ services rendered to the 
union members and their wives. Of the 2,052 different persons visit- 
ing a physician at some time during the year (eligible for care for an | 
average of 7 months and 9 days), 18 percent saw a physician once, and 
50 percent saw a physician fewer than 5 times. The 50 percent of the 
patients visiting the physician 4 times or less had 15 percent of all 
physicians’ services. The 44.6 percent who used from 5 to 19 services 
consumed 60 percent of all services rendered. (See table 3.) 

Services provided by medical departments—Union members and 
wives received services from at least 13 different types of specialists. 
Of the total 16,138 services, about 7,300 or 45 percent were rendered 
by specialists, and the remaining services, by family physicians. 

During the year, approximately 2,100 X-ray services were provided 
by radiologists to the union enrollees. Roughly 64 percent were 
diagnostic X-ray services, 32 percent deep X-ray therapy, and 4 
percent superficial X-ray therapy. On an annual basis each 1,000 
eligible members received 989 X-ray services. 

Approximately 37 out of every 1,000 enrollees (annual equivalent) 
were hospitalized during the year. Operations were the cause of the 
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majority of hospitalizations. On an annual basis there were 24 
hospital operations per 1,000 enrollees; members had an annual rate 
of 19 hospital operations per 1,000, and wives, an annual rate of 28 
per 1,000. Minor operations at the office or group medical center 
were performed at the annual rate of 177 per 1,000 eligibles. 

Services provided by ancillary departments—Data collected by 
HIP on the number of nonphysician services rendered by each HIP 
group are not broken down by coverage units.. The utilization of 
physical therapy treatments performed by technicians and of labora- 
tory procedures are therefore not available for the Moving Picture 
Machine Operators’ Union. For all HIP enrollees it is estimated that 


nearly 1,500 clinical laboratory services were performed for each 1,000 
members. 


ADMINISTRATION 


The board of directors of HIP is composed of 28 persons (with two 
vacancies on the Board), including the mayor of New York City, of- 
ficials of the city government, leaders in banking and industry, repre- 
sentatives of labor, and 10 physicians, one of whom is the plan’s 
president and medical director, Dr. George Baehr. Chairman of the 
board is David M. Heyman. 

The medical control board consists of 15 physicians including a 
representative from the New York Academy of Medicine, 5 from 
participating medical groups, 2 from the HIP board of directors and 
its medical department, one from the HIP medical staff and 6 phy- 
sicians at large. The medical control board determines minimum 
professional standards for participating medical groups and reviews 
the professional qualifications of each physician. 

A joint conference committee and several subcommittees composed 
of physicians from the medical groups and of members of the board 
of directors and staff deals with matters concerning the relationships 
between HIP and the participating physicians. 

The medical department, with the medical control board, is in com- 
plete charge of the medical aspects of HIP. The executive vice 
president, Mr. George Kirstein, is responsible for enrollment pro- 
cedures and general business management, as well as for all dealings 
with employers and unions wishing to buy coverage. 

REcoRDS AND RESEARCH 3 

From the beginning HIP has emphasized the importance of ade- 
quate medical records and research. A division of research and sta- 
tistics constantly studies utilization of services. 

Each medical group is required to submit every month a record of 
the services provided to each patient. The central office prepares 
monthly and annual analyses of the services rendered in each medical 
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group. Studies are made of the utilization experience of the total 
membership and of persons covered under selected contracts, such as 
the Moving Picture Machine Operators’ Union. Studies are also 
made of the’services received by special population groups, such as the 
aged, young children, and maternity cases. 

A special research project scheduled for completion in 1954 will 
present detailed data on patient’s diagnoses and utilization for each 
of 4 years. Information will also be presented on the services pro- 
vided to enrollees over the continuous period 1948-51 considered as 
one unit. 


OTHER HEALTH AND WELFARE BENEFITS 


Health and welfare benefits are financed through a welfare fund 
to which employers contribute 7 percent of payrolls. This fund is 
used to finance the premium payments to the Health Insurance Plan 
of Greater New York as well as the following benefits. 

Hospitalization.—Provided through the Associated Hospital Serv- 
ice of New York (Blue Cross). Members and wives receive hospitali- 
zation in a semiprivate room without cost for up to 21 days for each 
illness and 50 percent of the cost for an additional 180 days. 

Sickness insurance.—In addition to payments under the New York 
State temporary disability law ($30 a week for 13 weeks), members 
receive $20 for the first 10 weeks of disability and $10 per week for 
an additional 20 weeks. If the disability lasts longer than 2 weeks, 
payment is made starting with the first day of disability. 

Life insurance.—Four thousand dollars for both active and retired 
members. 

Retirement —Thirty dollars a week after age 60 and 20 years of 
union membership; $30 per week after 25 years of union membership | 
regardless of age, if permanently disabled. 


VARIOUS EVALUATIONS 

In 1951, HIP received a citation and the Lasker Group Award 
from the American Public Health Association. Dr. W. 8S. Shepard, 
president of the American Public Health Association, and Dr. Ernest 
Stebbins, chairman of the awards committee of the association, said: 

The American Public Health Association is honored to present a Lasker Group 
Award to the Health Insurance Plan of Greater New York for its courageous 
pioneering with a combination of group medical practice and prepayment to 
provide comprehensive health services... There is no doubt but that these pat- 
terns of medical organization and practice have enormous Significance for health 
services of the future. 

Subscriber satisfaction with the plan is evidenced by the fact that 
subscriber terminations in HIP from all causes, including unemploy- 
ment, removal from the city, change in occupation and dissatisfaction, 
averaged only 8 percent per year throughout the period 1947-52. 
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Table 1.—Utilization of physicians’ services, members and wives, Moving Pic- 
ture Machine Operators’ Union, local 306, provided through Health Insur- 
ance Plan of Greater New York, Feb. 15, 1951—Dec. 31, 1951 





| Length of coverage 





Item Total ; 
Exactly -| From 6 to | Less-than- 
ha months/1044 months} 6 months 





Number of persons enrolled: 


Total enrollment. 2! 5 se spencers eee see eee ae 3, 555 1, 036 - 1,100 1, 419 

Anmual equivalents): oc: tes cge see SiS ete 2, 160. 907 802 451 
Number of persons receiving physicians’ services: ! 

Persons receiving any physicians’ services_._.------_- 2, 052 722 707 623: 

Persons who visited radiologist._......-.-.--.----___- 868 340 293 235. 

Persons receiving general physical examination_-_---_- 498 7s 168 157 
Number of physicians’ services: ! 

Total inition: = =- ee a oe eee eee ee ee 16, 138 6, 658 5, 899 3, 581 

Average annual number per 1,000 eligible__--.----.__- 7; 471.3 7, 340. 7 7, 355: 3 7, 940. 1 

Average number pet patient...........--.-.---------- 7. 86 9. 22 8. 34 5. 75: 


1 Excludes services of pathologist; estimated from experience of 679 members and wives, 19 percent of 
total enrollment of 3,555. 


Source: Health Insurance Plan of Greater New York, Dec. 9, 1952. Unpublished data. 


Table 2.—Number of physicians’ services, by place oF service, members and 
wives, Moving Picture Machine Operators’ Union, Local 306, provided 
through Health Insurance Plan of Greater New York, Feb. 15, 1951—Dec. 31,. 
1951 











Physicians’ services ! Total | Members| Wives 

Wumber.of pliysicians’ serviees 4.2.2. 22h 5.6 oo ce eo ce see eee ees cee 16, 138 9, 560 6, 578 

Pinysicians: Oliceror SrOUprCeMiCks = a= =. a= eee ee ee 14, 734 8, 757 5, 977 

Pationtisiiome «1st 2... Se oe eee te ee et eee 646 383 263 

HVOSMItALE Se 25k oe eee eS Se ee eis ee eee a ee ee 758 420 338 
Annual number of physicians’ services * per 1,000 eligibles__..._._..-_-___- 7,471.3 | 8, 430.3 6, 411. 3: 
Physicians’ offies or group center 2. 2. 2.255258 -d2 dens see Ree seen nn! 6,821.3 | 7,722.2 5, 825. 5. 
Patient's Home 22. is sett eset ies teeta ee ees eee See 299. 1 337. 7 256. 3- 
TOSpital. jou es etree set Se ches bec ce eal coke eek 350. 9 370. 4 329. 4- 





1 Excludes services of pathologists. 
2 Estimated from experience of 679 members and wives, 19 percent of total union enrollment of 3,555. 
3 Based on annual equivalent enrollment of 2,160, including 1,134 members and.1,026 wives. 


Source: Health Insurance Plan of Greater New York, Dec. 9, 1952. Unpublished data. 


Table 3.—Number of union members and wives receiving specified number of 
physicians’ services, Moving Picture Machine Operators’ Union, local 306,. 
through Health Insurance Plan of Greater New York, Feb. 15, 1951—Dec. 31,, 
1951 





Total physicians’ 


r : 
Persons Services 2 


Number of physicians’ services received ! 





Number Percent Number Percent 





Ota lies ¢ See Ses eS es yee CEE Ce ee 2, 052 100. 0 314, 811 100. 0 
Datars ena s eek eek es et ee ge oes 372 18.1 372 2. 5: 
QS IT, 2 BO Le ee ee eee 283 13.8 566 3.8 
Og cece cle eee ee ea ee a SN ee ee es 220 10.7 660 4.5 
(lat alis 25 5 a Oe Re WS At wie tens en Be ey |! rete tk ee 6 wet 152 7.4 608 4.) 
SS: i seus ese owas. Poet ee eee Se Pn ee. oe 141 6.9 705 4, 8: 
Ges ea an oes ok ee nik an oe rer ee ye lee 146 toll 876 5. 9 
(oe ee et ae ee oh een 8 79 3.8 553 Lee 
bee eee er ee Ca ae ee eR oe eae 89 4.4 712 4.8 

Bo ijeesos tt SEU ee ee eee eee 73 3.6 657 4,4 
NOSI At see ce Son se on ct te ee ee San eee 241 daa 2, 909 19. 6, 
LORNO Sos. Sse er 2 Se Soe oe ee Eee eee 146 (bat 2, 482 16.8 
oo ap he a, SONU HAR Oo 47 2.3 1, 039 7.0 
25 OF UMOROs c= a at a et a ee re 63 3.1 2, 672 18, 1 


1 Estimated from experience of 679 members and wives, 19 percent cf total union enrollment cf 3,555. 

2 Excludes services of pathologists. 

3 Excludes an estimated 1,327 services received by union enrollees from other medical groups to which or: 
from which they transferred during 1951. 


Source: Health Insurance Plan of Greater New York, Dec. 9, 1952, Unpublished data. 
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Table 4.—Number of operations and other hospitalizations, members and 
wives, Moving Picture Machine Operators’ Union, local 306, provided 


through Health Insurance Plan of Greater New York, Feb. 15, 1951—Dec. 31, 
1951 








Item | Total Male Female 
Number: ! 

Totalihospitalizations:- So ssoe "ee eed. . ee ee e.. See eS 80 33 wag 
INES IORIOPCRAGIO IG 3a a oe sens oe a ee ee ie 29 11 18 
EVOSHICaliZeC IMINOMOPeravions.— =. Fae = See. PPS Seek 22 11 11 
Other hospitalizations, nonsurgical. _....-¥.--..---.s22----00------ 29 ll 18 
Minor operations in-office or at center.2o.- -.. 2226.2. -2055.-.2--.-- 382 218 164 

Annual number per 1,000 eligibles: 2 
PROG reat oe So 8 od) oe Sk oh een dsacke- 37.0 29.1 45.8 
‘Major CO 0372 CON DS ee eR ees a Ege ae 13.4 9.7 17.6 
Hospitalized minor Operations 2.222.222 22222 2 ees te 82 10. 2 9.7 10. 6 
Other hospitalizations, sonsureical_--_.-<:.-.-....-=.-...-...25....3-- 13. 4 9.7 17.6 
Minor operations in office or at center.--.--------------------------------- 176.9 192. 2 159.8 


1 Estimated from 1042 months experience of 679 members and Wives, 19 percent of total enrollment of 3,555. 
2 Based on annual equivalent enrollment of 2,160, including 1,134 members and 1,026 wives. 


Source: Health Insurance Plan of Greater New York, Dec. 9, 1952. Unpublished data. 
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Hospitalization, medical services at center, home and hospital, and 
dental care 


Labor Health Institute* 
1127 Pine Street 
St. Louis, Mo. 


This is a group medical practice plan established in 
1945 by the St. Louis joint council of the United Retail, 
Wholesale, and Department Store Employees (CIO) to 
serve members and dependents of the various locals. In 
1947 these locals left the CIO and were independent for 
1 year; in 1948 they affiliated with local 688 of the Team- 
sters, A. F. of L. On June 30, 1952, about 13,700 persons 
were enrolled at the institute. All were eligible for 
physician and dental services in the institute, home, and 
hospital, and almost all were eligible for hospitalization. 
The costs are paid from health funds obtained through 
collective bargaining. The average annual cost for full 
benefits, excluding reserve accumulation, in 1951-52 was 
about $50 per person eligible for care. 


Studies of the health problems of union members, conducted on an 
industrywide basis, had revealed lack of medical care arising from 
lack of ability to pay, nonavailability of health services after working 
hours, and unawareness of the importance of medical care. As a 
step toward achieving health security for the union members, in 1943 
the joint council of the United Retail, Wholesale, and Department 
Store Employees was instructed to draw up plans for the health care 
of the members. It was found that most members were employed in 
shops too small to afford adequate inplant medical facilities. Hxten- 
sive investigation of the various existing insurance plans showed that 
these did not provide as complete medical services as the union wanted. 
The union, therefore, took the initiative in stimulating the interest of 
employees and employers in developing their own prepayment medi- 
cal care plan which would provide comprehensive medical services. 
Health problems were discussed extensively at union meetings, with 
delegates from the shops, with management representatives, and in 
union newspapers. After 2 years of planning, the Labor Health In- 


*H. J. Gibbons, President, Labor Health Institute, and Secretary-Treasurer, 
Warehouse and Distribution Workers’ Union, Local 688, International Brother- 
hood of Teamsters; John O. McNeel, M. D., Medical Director. 
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stitute was established, with Dr. Elmer Richman: BonviNe as its first 
medical director. 

Shortly after the Labor Health Institute was organize, its legality 
was questioned by one of the contributing firms which declared it to be 
a union-controlled project violating the intentions of the Taft-Hartley 
Act. However, a court decision, which is presented in exhibit A, up- 
held the legality of the organization. 
BASIC PRINCIPLES OUTLINED BY THE PLAN | “s 

1. Service plan.—This is not an insurance program. Coverage.is 
therefore limited to service and does not include cash payments. Serv- 
ice is provided at the medical center, in the home and at the hospital 
based on need. 

2. Health care.—This is a functional program ce primarily to 
prevent illness. All influences on a person’s health are taken into ac- 
count, instead of concentrating solely on the treatment of a specific 
disease. Care for illness is as comprehensive as practicable. 

3. Sick care-—The emphasis is on the treatment of the total person 
rather than a specific disease. Sick care is as comprehensive. as 
practicable. 

4. Group medical practice.—Physicians, net ep and surgeons are 
organized in a systematized group medical practice program working 
under one roof and in one organization with good medical equipment 
and facilities. | 

5. Budgeting for health—The Labor Health Institute finances med- 
ical care through funds obtained under collective bargaining. 

6. Democratic control by membership —Members govern the Labor 
Health Institute. Administration and policies rest with the board of 
trustees. , 

7. Standardization of practices and qualified pro bier supervi- 
sion.—Doctors follow the approved standards and ethics of their pro- 
fession. The Labor Health Institute follows the principles for coop- 
eratives accepted by both professional and lay groups covering volun- 
tary plans. | 

8. Community responsibility.—Because the Labor Health Institute 
believes that health is both an individual and community problem, it 
participates in community health activities with both official and 
voluntary agencies. ; 


ELIGIBILITY 

Coverage under the Labor Health Institute may be achieved through 
union membership, as a dependent of a covered union member, or 
through a cooperative community group. Although any group in 
the community may participate, less than 2 percent of the member- 
ship has joined in this manner. For coverage under union contracts, 
locals bargain separately with individual employers. Of these, 90 
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percent (employing 94 percent of the members) have negotiated con- 
tracts covering both union members and their dependents. The types 
of membership are: 

‘Regular members.—1, Union edness and their dependents cov- 
ered by collective bargaining agreements that provide for payments 
based on 5 percent of payroll; both members and dependents have full 
coverage. 

Dependents include wife or husband and children over 60 days and 
under 18 years of age; a member with no dependents of this type may 
select 1 adult dependent (mother, father, sister, brother, or child), 18 
years of age or over and living in the same household, provided that 
such person is wholly dependent on him for support. A typical clause 
in the collective bargaining agreement providing 5 percent contribu- 
tion for membership in the Labor Health Institute is given in ex- 
hibit B. 

2. Union members covered by collective bargaining agreements that 
provide for payments based on 314 percent of payroll; no dependent 
coverage. 

Associate members.—Dependents of union members, covered by 314 
percent collective bargaining agreements, for whom the members make 
small regular payments to enable them to obtain limited special and 
surgical benefits at reduced fees. 

Special members—1. Individuals who have elected to continue 
membership after leaving the collective bargaining unit. 

2. Members of a small cooperative community group purchasing 
medical and surgical services only. 

- 8. Dependents of wage earners under 314-percent contracts for 
whom only hospital benefits have been purchased. 

Persons who belong to a union at the time the contract is signed are 
eligible for services 30 days after the contract goes into effect; new 
employees are eligible after 60 days of employment unless frandtor® 
ring from another covered shop. 

Daring sickness and temporary layoffs, eligibility for medical serv- 
ices and Vinspitdiaion continues for 60 days plus an additional 30 
days for each year of Labor Health Institute membership, up to a 
maximum of 180 days. 

Upon the employee’s resignation or dismissal, eligibility as group 
member terminates automatically; employees rehired within a year 
after termination are reinstated immediately. 

- Upon retirement after 1 year of membership, employees remain 
eligible for services for 60,days from retirement date and for an 
additional 30 days for each year of membership up to 180.days. _Ap- 
plication may be made for special membership within 60 days of re- 
tirement; the medical director may reject or condition acceptance 
upon findings of the physical examination. 
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MEMBERSHIP 


Average annual membership.—Average annual membership includ- 
ing union members, dependents and others: 


ja gate weet tele ae OU oe ar ene. SERRE 5 ae aa ali le Ren AOE. SIRO 6, 070 
ene em mo mine 9, 058 
Hiseal, years totes c. 2.) oy ete bel oe Bhs 14, 606 
Medical and hospital care 28-6. fences lk 18, 706 
Me@UGl) CATC ONIY 88 oe eee 497 
CANT OC Oa ies wn acca witb ms te oe 403 


Financial status of members——Average monthly income of union 
members: 


Size of employee group—Union members classified according to 
size of employee group under contract, May 1, 1952: 


Companies Union members 





Number of persons employed 
Number | Percent | Number | Percent 





De oe REE Te Le NERS I A 80 100 6, 625 100 
ST ek, Se EE | eee 2s SO 40 50 453 7 
Ode Saeintiy iki le keine, A 5 eek Al le a 16 20 570 9 
LE Rees ENNIS EE ELE ae RE SIE, SRNR 5 6 282 4 
ee ae ea ee ed 3 4 274 4 
EE SS TS) Ss A ren ee aaa 8 10 1, 140 17 
eT, OE 0 ne ek wccmeneecewene 6 8 2,315 35 
TT peas Se OE egacg in a ean ae 2 2 1, 591 24 


MeETHOD OF FINANCING AND COST OF CARE 


Method of financing.—The entire cost for regular members is paid 
by the employer under collective bargaining agreements. The 
amount is fixed as a percent of payroll. Associate and special mem- 
bers make regular payments to the Labor Health Institute. Average 
monthly payments during the fiscal year 1951-52, for each type of 
membership, were as follows: 

Regular members.—1. For union members under collective bargain- 
ing agreements in which employer payments are based on 5 percent of 
payroll—$5.10 for each member and each dependent. 

2. For union members under collective bargaining agreements in 
which employer payments are based on 314 percent of payroll—$4.89 
for each member; no dependents covered. 

Associate members.—Dependents of union members covered by 314- 
percent collective bargaining agreements, for whom members make 
regular payments for the privilege of obtaining limited medical and 
surgical benefits at reduced fees—$0.31 

Special members.—1. Individual members who continue payment 
of dues after leaving place of employment—$3.53. 

2. Members of small community groups—$2.58. 

3. Dependents eligible for hospitalization only—$1.35. 


EBS 


Average cost to employer per member.—During the fiscal year 1951- 
52 the average annual cost to the employer was: 


Per eligible person (employees and dependents—5 percent contract)_-_. $61.18 
Per employee—5 percent contract__...__________._______________..-__ 1380. 05 
Per employee—3.5 percent contract__.._...--.____-_- -____ a 58. 68 


Operating costs—Total income of the Labor Health Institute was 
about $630,000 in 1950 and $875,000 in the fiscal year 1951-52. In 
both years 97 percent of the income came from membership dues and 
the remainder largely from medical fees. Expenses for medical and 
dental care, ancillary services, and administrative and depreciation 
costs represented 55 percent of the income in 1950 and 64 percent of 
the income in 1951-52; hospital expenses amounted to 16 percent of 
the income in 1950, 20 percent in 1951-52. Administrative costs, 
including depreciation, totalled about 25 percent of the income in 
1951-52. Reserves and undivided income declined from 29 percent of 
income in 1950 to 16 percent in 1951-52. 

Summary of income and expenses, Labor Health Institute, 1950 and 
fiscal year 1951-52: 


Fiseal year 
Item 1950 1951-52 
PnCOIE= =... Cock at Boe as Seley ube on ee Se ht See eee eee $631, 214 $874, 504 
Oe ee ee eee ee ne ee eee eee ee ee 612, 142 849, 323 
All rothee Se Be a Se eee ee ee ee ce re ee ee ee 19, 071 25, 181 
Oparatng OXPeMsés |. 4552 3.22c8. . Se eee weet er eee Sea e ee renee eee 446, 184 733, 203 
Medicales:s 2c stare See es eee ee eons See. Oo Ste ee een meees 346, 583 559, 543 
INOS Galt ee Bee ecco nee eee Skee eee eee a eee eee eee eee 99, 601 173, 660 


Reserves, expansion fund and undivided income. _._-......-..-.-+.--------- 185, 030 141, 301 
‘1Includes administrative costs, and depreciation of building and equipment. 


Table 1 contains a more detailed presentation of income and expen- 
ditures for the calendar year 1950 and the fiscal year 1951-52. 
_ Average cost of medical and dental services and hospitalization.— 
The average cost of medical and dental services and hospital care, 
including administrative expenses but excluding reserves, for all per- 
‘sons eligible for care was about $50 in the fiscal year 1951-52; 80 
percent of that cost was for medical and dental services and 20 percent 
for hospitalization. For each person who received care, medical and 
dental costs averaged $63, and the average hospital bill was $96. The 
cost per patient visit in 1950 was $4.94, of which payments to physi- 
cians and dentists represented nearly one-half. In the fiscal seat 
1951-52 the cost per patient visit was $5.42. 


Item: Average cost, 
Medical and dental care: 1951-52 
Per, eligible, pensolsa 24 see I cee beet ie eee a $39. 40 
Per person ‘recelvimg care. i220 eo ee ee 63. 20 
Hospitalization : 
Per .eligible.. pers0ts 22.26 St oe ee a eee ee 10. 44 
Per hospital catewlv_ blo tee aa Se 95. 87 
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Table 2 shows the average cost of medical and dental services and 
hospitalization for the years 1949, 1950, and fiscal 1951-52. 

Costs per visit by department.—Patient visits to neuropsychiatry 
were the most costly ($8.81 per visit in 1950) ; visits to the allergy 
clinic and radiologist, the least costly. | 


Average cost per patient visit by specialty at center, home, and hospital, 1950? 


All specialties__.._____ $4.46 Ear, nose, and throat_________ $4. 69. 
Genera) mediciness 20 20 ts 4. 35 Grelopedics oh SE ee. 4.56 
Permateology 1 Ieecovor ust Jy 4.16 WrOlgy 22 OE See are oe 5. 44 
Neuropsyebiatry ..<.. 4. 8. 81 | ONC a, Rete a a OO ee 5. 43 
NES ES EN 3.77 Medioloey os... >... 3.46 
Pe@inmies- bc) sqtilsviac a7 ith 4, 85 Dentistryeal£ Us. 292) 200. ut s 4. 67 
Gynecology and obstetrics_____ 4.77 


1 Includes average indirect cost per patient visit, $2.31. 


Payments to physicians.—Doctors are paid on the basis of sched- 
uled hours which include vacation, holiday and sick leave time, ad- 
ministrative activities, and staff meetings, as well as actual patient 
hours at center and hospital. Additional fee-for-service payments 
are made for office calls, home visits, and for consultations and non- 
staff referrals. Physicians making home calls outside the city limits 
also receive mileage allowance. The methods of compensating physi- 
clans are summarized in appendix C and table 3 shows the amount of 
payment for each type of duty. 


Total income and amount paid to physicians in specified years 


Payments to physicians — 


Year Totalincome = he 
ereent 0 
Amount | total income 
BOS Pais eve ty fF 2lF tet diese dey het Let Voy cen | $631, 214 1 $165, 482 26 
GON Ie SCA yonte ne te de ceca cc cece twee 874, 505 1 256, 612 29 


1 Figures adjusted to exclude payments applicable to time periods other than the one in which payment 
was made; therefore, not identical with figuresin table 1. 
Of the nearly $260,000 paid to physicians in 1951-52, approximately 
$155,000 was for patient care at the medical center and the hospital, 
$36,000 for administrative duties, and $21,000 for home care. | 
Hourly rates for each specialty are based on a study of doctor fees 
made by the institute. These rates are set at a level that assures that 
on an annual basis (fifty-two 40-hour weeks) Labor Health Institute 
physicians receive an income approximately equal to the average 
received by all independent specialists in the United States. 

In addition, a 25-cent-per-medical-center-hour annual increase is 
provided up to 4 years’ service for all specialties except pediatrics, 
general surgery, and dentistry. 

The radiologists received payments which, on an annual basis; 
guaranteed them the highest average income ($24,129) of the Labor 
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Health Institute specialists. The ophthalmologists and the neuro- 
psychiatrists also received payments which on a full-time basis were 
equivalent to over $20,000 annually. Dentists and physicians in 
internal medicine had the lowest full-time equivalent income. 

The payments to Labor Health Institute specialists, on an annual 
basis, were generally higher than average net incomes of .all United 
States specialists. Table 4 shows for each specialty the total payments 
to physicians, the amount of payments for all types of scheduled hours, 
and the average income per full-time equivalent physician. 


SERVICES PROVIDED 

The Labor Health Institute offers preventive services and compre- 
hensive medical care at the center, home, and the hospital. Health 
education has a special place inthe program. Physicians and all other 
professional personnel on the staff are instructed on its importance. 
A detailed description of the services provided is contained in 
exhibit D. 

General medical and specialist care-—General medical care is pro- 
vided by a personal physician (selected by the patient) who is also 
responsible for periodic physical examinations and for making ar- 
rangements for all specialist or ancillary services except dentistry. 
The institute is served regularly on a part-time basis by physicians in 
14 different specialties, including radiology and dentistry. After an 
initial examination, the patient is assigned to a personal dentist. 
Dental services are free of charge; drugs and materials are provided 
at cost. 

Ancillary services——AlIl usual laboratory services, diagnostic and 
therapeutic X-ray and physiotherapy. 

Other medical services—Hospitalization up to 90 pe each year, 
drugs at the Labor Health Institute pharmacy at special rates ; visiting 
nurse services; and eyeglasses at discount. 

Services not provided.—Care for conditions requiring treatment in 
a sanatorium or public institution. 

’ Care for tuberculosis, mental or nervous disorders, or alcoholism, 
after diagnosed as such. 

~ Care to patients under treatment by another physician who has not 
released them. | 

Blood, blood plasma, or surgical supplies and appliances. 

Illegal operations, plastic surgery, and similar nonessentials. 
Care for patients who do not follow instructions or refuse treat- 
ment. 

Care for preexisting chronic conditions of employees hired after the 
original contract was signed unless the medical director agrees to 
accept the condition for treatment. 
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Factnirirs 

The institute owns and occupies a five-story building in the down- 
town district ; up-to-date facilities include two complete X-ray rooms; 
laboratory equipped for various tests, including urine analysis, blood 
counts, blood tests, and basal metabolism tests; physiotherapy depart- 
ment equipped With ultraviolet, infrared aiid diathermy, and other 
apparatus; drugstore where prescriptions and ordinary drugs are 
provided at special rates; nine dental chairs and an office poe tbe 
with dental X-ray aah civiia! 

The center is open from 9 a. m. to 6 p. m. Nene thr ough Fridays 
and from 8: 30a. m. to 12 noon on Saturdays. 


STAFF 

Administrative staff—Twenty-four persons, including medical 
director, chief of medical and surgical service, chief of dental service, 
and business manager. 

Professional staff—Numbered about 80 during past year. In addi- 
tion to specialists on the staff, 5 associate physicians in East St. Louis 
make home and hospital visits and provide care in their own offices. 


July 1 Apr. 1 Julv 1, | Apr. t, 
peat 1952’ | 1983” Bat 19:2" | 1953 
General practitioners__------- 10 10 Laboratory hen at ok ol 3 3 
SDCCIANS (See er 32 30 || Dental assistants__._..-..---- 4 6 
IDomGisuser sree. ett 55 8 Gri mbnugeistcee £o2 esses eee ee 2 2 
Registered nurses___.__.-_-_-- 13 13 || Registered medical record ; 
X-ray technicians__._....__-- 2 2 librarian and assistants___- 6 6 


Except for the medical director, all physicians are part-time physi- 
cians in private practice in the community; specialists are all diplo- — 
mates of specialty boards or board qualified. 

Physicians’ hours—The number of physicians i in each specialty ne 
the day’s schedule for each specialty as of July 1, 1952, are shown in 
table 5. Both general medical care and dentistry are available at 
nearly all hours that the center is open. Services of radiologists, 
allergists, and dermatologists are available at the center less than 10 
hours a week. 

In table 6 the actual number of physicians’ hours spent at the center 
during 1951-52 and the number of hours per 1,000 eligibles for each 
specialty is shown. In the aggregate, 28,000 physician hours were 
allocated to the center, including 22,000 hours spent seeing patients. 
Center patient hours totalled 1,555 per 1,000 eligibles. 

Medical center hours account for approximately 80 percent of all 
physicians’ time. Pediatricians, however, devoted 37 percent of their 
hours to home calls; surgeons, 37 percent of their hours to hospital 
operations or visits; and obstetricians and gynecologists combined, 47 
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percent of their hours to hospital deliveries or visits. Table 6 shows 
a 1951 distribution of physicians’ hours by place of service. 

Physicians’ time per patient visit. —The time physicians devoted to 
each patient visit at the medical center ranged from 5 minutes for the 
radiologists’ interpretation of the average X- “ray to 48 minutes for 
each visit to the neurosurgeon. ‘Time for services outside the center 
is estimated as follows: one-half hour per office visit, 1 hour per home 
call, 10 minutes. per day for hospitalized cases ee physician care, 
one-half hour per outpatient visit in hospital, 1 hour per consultation 
(may include 2-or more visits), 2 hours for major and 45 minutes for 
minor hospital operations, and 3 hours for delivery. 

Number of minutes per patient visit at center, 1951-52: 


Internal medicine... 1.4... me 74 Har, nose and throat__.—_.. _4-.. 10 
Pediattic=- COT 1 Do: a AMM i tl ti eset 17 
Mery Fata) 2 Fisk) 2 ie ae Génitodrisidity Hl! 32: FOIE eas 18 
Dermatology. 2 he os 7 Gynecology-obstetrics_______--__-- 14 
Neuropsychiatry_...---<.-+-.1-4)'830 .. Orthopedics =. eae 12 
Neurosurgery_.____-_--___- oo oe ee IR A ia ce a a a 5 
General surgery... 3. 39 "  DENCISWY = 2 see ee 28 


UTILIZATION OF SERVICES © 

Persons receiving care-—During the year 1950 and the fiscal year 
1951-52, 60 percent and 62 percent, respectively, of the eligible mem- 
bers peacad medical care; fewer than 1 out of every 100 members 
was hospitalized. | | 

Total services realaten Phe htoty 9,000 persons receiving medi- 
cal services in 1951-52 had 103, 196 visits, or 11.6 visits per person re- 
ceiving care, and 7,265 visits per 1,000 eligibles. In 1950, 5,400 persons 
had 70,200 visits during which 119,400 services were given. The count 
of visits excludes those at which yan the nurse gave care; the count 
of services provided includes nurses’ care. 

— Services provided by medical departments.—In 1951-52 5 SS 
gave 4,544 services per 1 000 eligibles, not counting hospital visits 
which i in 1950 were 603 Be 1,000 sus kce 


1950 1951-52 


Persons eligible for medica] CONC no 02a deep neath ae enna ins Pee Fee LOLS 9, 058 14, 203 


Persons receiving medical care_-:_-.-....2.22---------_- pA ek Lh Se Uk Aa on aes 5, 393 8, 854 
Persons eligibje tor hospitalination «nue anon fo Me no coat Sane enles eee See ou ee BE 9, 959 14, 105 


Nuniber of hospitalcasesc i. i ova Sd aL. SAD PRU SC 2a oe 688 1,310 


Number of visits 
an a or services 
': Place of visit 


1950 1951-52 





Medical eotiter GUE 2s, RUE t IOVS Or serio tao 2 ke 42, 518 58, 165 
p02: ane En Cs Sea cere. may | ERPS Ore Leet e te 1, 851 3, 853 
Office and non-Labor Health Institute referrals ___.___- bit” Se NS Cees eee 953 2, 523 


Fiosplugl 235 want aeons Secs 2 es rere teas ie, 8 aa ee Se ee ge 5, 464 NA 
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The department of internal medicine was most frequently visited 
with the gynecology-obstetrics and ear, nose, and throat departments 
ranking next. Table 8 (1950) and fable 9 (1951-52) show for each 
department the number of physicians’ visits per 1 ,000 eNO. by 
place of service. 

On the average, every 1,000 eligible persons made 1 261 visits to the 
dentist (fiscal year 1951-52) ; an average of nearly 3 services were 
eiven during each visit. In 1950 dental visits amounted to 1,374 per 
1,000 eligibles. 


1950 | 1951-52 








NVR er te aa ees. Fie te ket, oe LE eS Ee Be eh hae ee Ns ee 12, 449 18, 019 
Beryices 2 tks Ss JTLT SPT ey eel carer es Pees oe 3k 2 ee aaa oe _.uwi-} 36,850 Bi, 493 


In table 10, the number of dental services by type - service, Pe 
1,000 ble for 1950 and 1951-52, 1s shown. 

Hospital services——During the ao year 1951-1952, 9 persons out 
of each 1,000 eligibles were hospitalized; hospitalization totaled 638 
days per 1,000 persons eligible for hospital care. In 1950 each 1,000 
persons eligible for hospital care received 483 days. of hospital care 
and not quite 7 out of every 1,000 persons were hospitalized. 


1950 1951-52 








INERT CRO f CACCCis tee cee ee fee red lk eet ae Soe Dae be ee we oe 668 1,310 
INuimbeHorinpatient HOSpItahdayS: = «82. os. .2--e oes on cscol eee ee aceon eden 4,813 9, 006 
PAN. CLA Ceule mn Oki is OGIO ING UY arate ot eect epee ei nay ogee ea eaee ana t ae 8 - 716 
INmMberohadelivertest <A ee a fn ne eee er. Mae ae NE NY, 106 225 


INGE ber Of HOspiial operations... 3s... eo aa soe Dem tccecee A ee 335 605 


In both years operations and deliveries accounted. for nearly two- 
thirds of all hospital cases. The gynecology-obstetrics department ~ 
had the greatest number of hospital cases and hospital days. See 
table 9 for hospital utilization in 1951-52 by department. | 

Services provided by ancillary departments—In relation to the 
number of persons eligible for care, fewer X-ray and laboratory serv- 
ices were provided in 1951-52 than in 1950. During 1951-52, 10,000 
X-ray services were given, or 711 services per 1,000 eligibles, as com- 
pared to 856 in 1950. The 21,600 laboratory services received in 
1951-52 represent 1,521 per 1,000 eligible persons, as $s compared with 
2,025 in 1950. 


Number of services 
Type of service 
1950 1951-52 








ay rw Pe oo Pie or eres. vert ee foc ee rats yt fr tee ery S 7, 754 10, 095 


HEALS OLALO RY aa ON LE Se ul Ce Meth Mn tee fe Nett a RG ge hE Lb oe Su 18, 345 21, 600 
INGiise:(eenteriand home) 2icwun: fers. Jeo cies bee sere s Sa 5 3 ee Geen lag ERE 10, 428 NA 
EASON AD yee ee. Saat, semen Le ae ya wey ee Soe ee eee ee 867 1,010 
Other 942 


ease op Be es I En A LORE ES OP EE SOO SARIN EOS 0 710 
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Tables 11 and 12 contain a detailed breakdown of the type of X-ray 
and laboratory procedures given in 1950 and in 1951-52. 


ADMINISTRATION 


Policy control of tlie Labor Health Institute is vested in the mem- 
bership. At the annual membership meeting, held in September each 
year, broad policies are set for the organization for the coming year. 
The members are represented in day-to-day interests by the board of 
trustees, elected annually by the membership. The board meets quar- 
terly to conduct the affairs of the Labor Health Institute. From 
among the board of trustees is elected an executive committee that 
meets monthly. 
~ Bylaws of the Labor Health Institute provide that the 27 members 
of the board shall be broadly representative of the interests of the 
sponsoring unions, the ie eet under contract, and the general 
public of St. Louis. 

The president, elected by the board of trustees, although a nonpaid 
officer, supervises and coordinates all nonmedical activities of the 
Labor Health Institute. At present, he also carries the duties of the 
business manager, that position being vacant. 

The medical staff is under the direction of a full-time medical direc- 
tor, who is selected by the board of trustees and reports regularly to 
the president. of the board of trustees. 

Nine standing advisory committees aid the board of trustees through- 
out the year—the budget, personnel, membership education, voluntary 
groups, new projects, public relations, rules and regulations, nominat- 
ing, and medical conference committees. 

- The medical conference committee serves in an advisory capacity to 
both the president of the board and the medical director. The com- 
mittee consists of five members selected from outstanding men in the 
community representing both private practitioners and full-time 
teachers in medical and dental fields. 

The organizational chart is given in exhibit E, and a description of 
functions of administrative personnel .is presented in exhibit F. 


MEDICAL RECORDS 


A continuous chronological medical record is maintained for each 
patient. Standard forms are used for physical examinations, labora- 
tory data, X-ray reports and the like. Physicians record each patient 
visit, whether at center, hospital, home, or office. 

_ A diagnostic file has been set up according to standard nomenclature 
of disease and operation; diagnoses are cross-indexed. Detailed de- 
scriptions of record-keeping procedures and patient control through 
the use of records are given in exhibit G. 
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OTHER HEALTH AND WELFARE BENEFITS 

In January 1952, local 688 had negotiated agreements, with employ- 
ers of 2,500 union members, providing for employer-financed retire- 
ment, aanait? and life insurance benefits and a welfare program. 
In early 1952 most of these agreements were before the Wage Stabili- 
zation Board awaiting approval. The agreements provided for: Re- 
tirement benefits equal to $30 a month plus $1 a month for each year 
of union membership, disability benefits equal to $2 a month for 
each year of union membership with a minimum of $25 per month, 
life msurance equal to $2,000 for persons under 65 and $500 for those 
over 65. 

Other negotiated programs already 1 in operation were: 

Life insurance—1,200 members in 48 firms covered by employer- 
financed policies: $1, 000 policy for persons with less than 5 years of 
union membership ; $2,000 policy for persons with 5 years or more of 
union membership. 

Vacation—In 1951, 92 percent of local’s members scone at: least 
2 weeks’ paid vacation. 


VARIOUS EVALUATIONS : 

An evaluation of the program was made in December 1948, at the 
request of the St. Louis Social Planning Council and the Labor Health 
Institute, by Henry G. Farish, M. D., specialist in medical audits and 
hospital consulting, and Franz Goldmann, M. D., associate professor of 
medical care at the Harvard University School of Public Health. 
The operation of the Labor Health Institute was reviewed, present 
and former staff members were interviewed, and consultations were 
held with various other persons. The appraisal of the quality of 
service was based on the minimum standards for medical service in ~ 
industry and the minimum standards of hospitals developed by the 
American College of Surgeons, with additional criteria developed 
for use in the evaluation, which included a detailed examination of 
a large number of medical records (exhibit H). 

The study found that “All the physicians, dentists, nurses, and tech- 
nicians on the regular staff of the Labor Health Institute possess the 
qualifications and experience necessary for the proper performance 
of their duties . . . (and that) the services offered to the members of 
the Labor Health Institute and other patients are broad in scope 
and readily accessible .. . The amount of service actually received 
by the persons covered by regular payment plans is such as to place 
the Labor Health Institute in the top bracket of group-practice pre- 
payment plans and comes close to ideal standards.” The study 
commented favorably on the emphasis placed on the patient-physician 
relationship and the comprehensive record-keeping system. A de- 
tailed summary of the findings is given in exhibit I. 
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In a survey of members of local 688 whose shops were organized 

into the union prior to 1948, members were asked, “How does the 
medical service given by the Labor Health Institute compare to that 
given by private doctors?” Replies indicate that 25.8 percent of the 
members thought it better, 42.9 percent said it was about the same, 
6.9 said it was not as good, and 24.4 percent, including those not having 
had experience with the Labor Health Institute, did not respond. 
_. More than three-fourths of the surveyed members think it is very 
important for the union to sponsor medical service and health aid 
for its members, and an additional 17 percent think it worthwhile. 
Workers in the survey shops constituted 72 percent of the total mem- 
bership of the local in the winter of 1948-49.1 


Exhibit A.—Legality of St. Louis Labor Health Institute under Taft-Hartley Act 
upheld ae 


A decree issued on June 15, 1948, in the District Court of the United States, 

for the Hastern Judicial District of Missouri, upheld the legality of the Labor 
Health Institute. Findings of fact by the court were as follows: “That defend- 
ant, St. Louis Labor Health Institute, is an independent corporation and is not 
a representative of any of the plaintiff’s employees within the meaning of section 
302 of the Labor Management Relations Act of 1947 .. . that the payments so 
required to be made by plaintiff to defendant St. Louis Labor Health Institute 
under the terms of said contract are lawful and are not in violation of Labor 
Management Relations Act, 1947, and particularly such payments are not in 
violation of section 302 of said act.” 
The organizational structure of the institute was said by Mr. H. J. Gibbons, 
then its president, to be an important consideration in this decision. The organ- 
ization is a nonprofit corporation under Missouri law, is owned and controlled 
by its members, and does not represent itSelf or its members in any collective 
bargaining negotiations with companies under contract to provide health and 
medical services. 


'- Source: Cooperative Health Federation of America: Cooperative League News Service 
(June 29) 1948. Mimeographed. 


Exhibit B.—Typical clause in collective bargaining agreement providing 
membership in Labor Health Institute, St. Louis 


It is agreed that the company will pay into the St. Louis Labor Health Insti- 
tute a sum equal to 5 percent of the gross pay (before deductions for social 
security, taxes, union dues, ete.) of all fuli-time regular employees of the com- 
pany within the collective bargaining unit covered by this agreement, plus 5 
percent of the pay of any other persons regularly in its employ full time, whom 
the company wishes to enroll. Said 5 percent payments shall entitle the em- 
ployees of the company covered by this agreement to regular membership in the 
St. Louis Labor Health Institute for themselves and their dependents as associate 
members under the family “A” plan. He and his dependents shall be entitled to 
such medical services and hospital benefits as are provided in the rules and regu- 
lations of the St. Louis Labor Health Institute. 


1Rose, Arnold H.: Union Solidarity, The Internal Cohesion of a Labor Union. Minne- 
apolis, The University of Minnesota Press, 1952, pp. 91-92. 
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Payments to the St. Louis Labor Health Institute hereunder shall be made 
weekly, biweekly, monthly, or otherwise, as may be agreed between the company 
and the St. Louis Labor Health Institute and shall continue for the duration of 
this contract. 

The company shall have no right, title, or interest in any monies so paid or 
in the funds of the St. Louis Labor Health Institute, or its control or manage- 
ment except as provided in the bylaws of the St. Louis Labor Health Institute. 
No employee shall have any right, title, or interest in the control and manage- 
ment of said St. Louis Labor Health Institute, except as provided in the bylaws 
of the St. Louis Labor Health Institute. _ 

The company’s and employees’ right, title, and interest shall be limited to 
medical and health services to employees and members of their families while 
said employee is in the employ of said employer except as otherwise provided by 
the bylaws of the St. Louis Labor Health Institute. 


Source: St. Louis Labor Health Institute: Annual Report, 1950. Mimeocgraphed. 


Exhibit C.—Proposed method of compensating physicians, Labor Health 
Institute, St. Louis 


GENERAL ARRANGEMENTS 

Conditions of employment that generally apply to all regular Labor Health 
Institute staff doctors are known as “general arrangements.” They are as 
follows: 

1. Compensation for home calls 


(a) Day ealls, $5. 

(bo) Night calls after 8 p. m., $7.50. 

(c) Night calls after 12 midnight, $10. 
(d@) Territory: 

The above standard fees apply to a territory bounded in the south by 
Loughborough Avenue; in the west by North and South Road and in the 
north by West Florissant Boulevard. Beyond this territory an addi- 
tional compensation of $1 per every 2 miles will be paid one way. 

(e) In the event two or more patients of same family are seen on the same 
visit, the charge for the subsequent patient care is one-half of the amounts 
listed above. 


2. Compensation for office visits—For patients referred to the physician’s, 
surgeon’s and dentist’s private office on authorization of the medical direetor, a 
fee of $3 and up will be paid at the discretion of the medical director. 

3. Nonroutine hospital visits—For nonroutine hospital visits made where 
physicians hold no appointment or to institutions, such as convalescent homes, 
ete., physicians, surgeons and dentists will receive the same compensation as for 
home calls provided that these visits are authorized by the medical director. 

4, Outpatient hospital calls —Physicians, surgeons, and dentists will receive 
same rate as for home calls. Cases seen at hospital by agreement between patient 
and physician should be indicated as outpatient calls. 

5. Consultations —Consultations authorized by the medical director will Be paid 
et the rate of $10 per consultation for dentists, physicians, and surgical special- 
ists with the exception of neuropsychiatrists, who will be paid at the rate of $15 
per consultation. Consultation shall be defined as—when a patient is seen at the 
request of another physician, surgeon or dentist while that patient is hospital- 
ized by the physician requesting the consultation. | 

6. Vacations—Two weeks after completing 1 year’s service, 3 weeks after 
completing 2 years’ service. Vacation time is computed on the basis of the num- 
ber of hours assigned to the physician, surgeon, or dentist per week. Vacations 
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are not to accumulate from year to year. The medical director will reserve the 
right to schedule the vacations of the physicians and dentists at the convenience 
of the institute. 

7. Sick leave-—Two weeks after 1 year’s service, 3 weeks after completing 2 
years’ service. Sick leave time is computed on the basis of the number of hours 
assigned to the physician, surgeon, or dentist per week. The medical director re- 
serves the right to require proof of illness before sick leave is granted. 

8. Holidays —New Year’s Day, Christmas Day, Decoration Day, Fourth of July, 
Labor Day, Armistice Day, Thanksgiving Day. In the event any physician, sur- 
geon, or dentist is scheduled on any of the above holidays, he will be compen- 
sated at his regular hourly rate. 

~9. Severance Pay.—Severance pay will be payable only in the case of discharge 
or layofis. Two weeks after completing 1 year of service up to a maximum of 
6 weeks. ; 

10. Leave of absence——No pay will be granted for leave of absence. All ab- 
senteeism shall be deducted unless authorized by the medical director. 

11. Hours scheduled for hospital service, home service, and referred service.— 
These hours will be determined by the medical director or his representative. 
The institute will guarantee scheduled hours on a monthly basis and the medical 
director shall give notification 80 days in advance if he desires to change assigned 
scheduled hours. 

12. Social security and withholding taxr.—Taxes will be deducted on a monthly 
basis. 

18. Eatra time and substitution—If physicians, surgeons or dentists are as- 
signed to substitute work or extra hours, authorization will be given by the med- 
ical director and physicians, surgeons or dentists will receive their regular hourly 
rate of pay. 

14. Compensation for home calls, nonroutine hospital visits, office visits, and 
consultations.—A report of these visits must be transcribed into the medical rec- 
ord before compensation is made. 

15. Salaries of personnel.—This schedule does not cover any administrative 
personel such as department heads, temporary appointees, associates, consultants, 
ete. These salaries will be defined through recommendation of the medical 
director. 

16. Section heads.—Section heads’ hourly rate will be $1 per hour.. Section 
heads now receiving $2 under the base medical center and hospital hourly rate 
plan will remain at the same rate until position is vacated. 

17. Surgeons under the separated medical center and hospital rate plan.—These 
surgeons will be compensated at the scheduled medical center hourly rate for 
vacations, holidays, sick leave, authorized leave or absences and weekly staff 
conferences. 


Computing the Medical Center and Hospiial Rate Plan 


. Since it is expected that Labor Health Institute utilization during the 1952 
fiscal year will not differ markedly from that of the calendar year 1951, the 1951 
experience is used as a guide in computing the rates for the various compensa- 
tion plans. 
Time Limit to Medical Center and Hospital Rates Computed 

~ The computed rates should be considered valid for the fiscal year 1952-53 only. 
Compensation of Labor Health Institute doctors according to the “going rate” re- 
quires the annual determination of the “going rates” to be used and the annual 
review of the previous year’s distribution of hours and fees. 


. Source: St. Louis Labor Health Institute: Unpublished data, 1952. 
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Exhibit D.—Definition of services provided for illness, Labor Health 
Institute, St. Louis 


General medical and specialist services in office, home, and hospital: general 
medicine provided at the medical center by a personal physician chosen by pa- 
tient, and responsible for all referrals to other sections, except in emergency 
cases, for periodic physical examinations, diagnosis, treatment, complaints, and 
followups. Specialties include internal medicine; dermatology’; allergy ; neuro- 
psychiatry ; pediatrics ; general surgery, gynecology and obstetrics ; ear, nose, and 
throat; orthopedics; urology ; en molesy, radiology ; clinical ne gaa lal and 
dentistry. 

Surgery : diagnosis and treatment te members of medical center staff, 

Kye care: treatment, eyetesting and surgery. Glasses. provided at: discount 
by optician who keeps office hours at center once a week. | 

Pediatrie service: routine physicals with, chest X-rays: for all children over 
six, and Kahns and blood counts when indicated. Pediatricians act as personal 
physicians to pediatric patients with effort made to assign children in same 
family to one physician. Pediatrician visits hospital to make initial eheckup of 
newborn infant. Home calls by pediatricians and visiting nurse upon request ; 
but special educational services designed to acquaint mother with illnesses that 
ean be handled at the medical center or by telephone reduce number of home-call 
requests. 

Gynecology and obstetrics: gynecology examinations part of routine physical. - 
examination for all female patients. Physicians in the department do both 
obstetric and gynecology work. Obstetrics include delivery, prenatal and post- - 
natal care. | : = 

Laboratory services: all usual clinical tests. X-rays: processed and inter-. -_ 
preted upon request of physician; superficial X-ray therapy at center, referral - 
to outside sources for deep therapy. 

Home care: visits by Labor Health Institute doctors at all times; visits by 


nurses from Visiting Nurse Association available to regular members within °— 


defined geographical area from 8 a. m. to 8 p. m. daily, including Saturdays, Sun- 
days, and holidays. Visiting nurse services include instructions on care of sick, 
health education, care for acute and posthospital cases including newborn in- . 
fants, routine visits to chronically ill. Referrals for service through super- 
visory nurse. . 

Hospitalization, in local hospitals : up to 90 days during each membership year, 
one-third of semiprivate room rate in a general hospital for an additional 6 
months; hospitalization was provided through Biue Cross prior to February 
1949 when institute established its own service plan. Institute’s hospital repre- 
sentative makes all hospital arrangements, discusses hospital procedure with pa- 
tient, visits patient in hospital and reports weekly to ‘the medical director. 
Except in emergency cases, hospitalization must be authorized at professional 
staff conferences. Doctor on case visits patient daily; use of Labor Health 
Institute doctor not necessary to obtain hospital benefits. 

Dental services: examinations, X-rays, extractions, and preventive care. All 
new patients receive dental examination and full-mouth X-rays as: part of 
routine physical examination. After initial examination, patient is assigned to 
a personal dentist. Information on dental services included in patient’s general 
record. Dental services provided free of charge; materials and drugs at cost. 
Until 1951, 50¢ charge for fillings ; now given free. 

Drugs: at special rates. 


Source: St. Louis Labor Health Institute: Annual Report, 1950. Mimeographed. 
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Exhibit F.—Description of functions of administrative personnel, Labor Health 
Institute, St. Louis 


A. President 

Although the president is a nonpaid officer of the Labor Health Institute, 
he is an active administrator and supervises and coordinates all activities of 
the institute. At the present, the postition of business manager is vacant and, 
therefore, all nonprofessional administrative activities are carried out under 
the direct supervision of the president. . , 


B. Administrative Assistants 

To assist in the actual execution of policies and day-to-day operations, the 
president has two administrative assistants. One works with the medical 
director on administering the nonmedical activities of the professional services, 
professional personnel, and auxiliary service and personnel. The other confines 
his activities to the business operation of the institute. 


C. Membership Secretary 

The membership secretary is responsible for all membership relations. Com- 
plaints are received by the secretary, investigated and presented for discussion 
and disposition at the weekly complaint committee meetings held by the medical 
director. 

He is also responsible for the maintenance of an accurate membership roll 
for purposes of checking eligibility of membership for service. He informs 
the staff when new firms are admitted to the plan for service. 

He meets with union groups to inform membership of procedures and benefits 
available to them, 

He works with the medical director on patients’ social problems. 


D. Medical Director 


The medical director initiates appointments of all profeSsional personnel, 
physicians, dentists, and technical assistants under policies established by the 
board of trustees to carry out the purposes and programs of the Labor Health ° 
Institute. He supervises the functioning of the medical center and has final 
authority on the extent of medical services to be rendered to any individual, 
He also participates in the rendering of medical service to patients. ; 

The medical director makes monthly reports to the board of trustees and 
represents the Labor Health Institute at professional meetings, local and national 
health agencies. 

The medical director holds weekly professional staff meetings attended by 
all of the professional staff. At these meetings, administrative policy changes 
are conveyed to the staff. The primary purpose of this weekly staff meeting 
is to discuss all cases pending hospitalization, and thoSe hospitalized, and 
discharged. Special cases or unusual cases are also discussed. 

Complaint committee meetings, attended by the heads of departments, are 
held weekly to act upon the members’ complaints and suggestions. 

The medical director also holds a weekly meeting with the record librarian, 
the hospital service secretary and the chiefs of the medical service, the surgical 
service and the dental service for the purpose of reviewing all home care cases 
and authorizing hospitalization where necessary. 


EH. Business Manager 


The business manager is responsible for the business administration of the 
Labor Health Institute working with the medical director on all phases of this 
activity. 
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He directs the business office which provides the following services: - 
(1) Finance and bookkeeping 
(2) Membership records 
(3) Janitorial and maintenance service 
' (4) Purchasing © : ; 
(5) Licenses, permits, and insurance 
~ (6) Legal aspects 
(7) Switchboard 
He is in charge of handling the necessary business or commercial relations 
with participating employers and other agencies. He is also in charge of the 
membership roll, and coordinator of membership control. 
He cosigns all checks with the secretary-treasurer. 
He directs business aspects of the Hospital Service Plan. 


Source: St. Louis Labor Health Institute: Unpublished data, 1953. 


Exhibit G.—Description of record-keeping procedures and patient control 
through the use of records, Labor Health Institute, St. Louis. 


Record-keeping Procedures 


I. Record forms 
A. Exterior: 


~1. Manila folder and metal file fastener. 
2. Upper left hand corner in print—patient’s name and place of employment 
and date of admission. 
8. Upper right hand corner—medical record number. 


B. Bound portion of medical record. Record is bound in a chronological order 
of treatment and visits to medical center : 


. Diagnostic face sheet. 

. Physical examination sheet. 

. Progress sheets in chronological order. ~ 

. Allergy sheet in chronological order with progress sheets. 
Dental sheet. 

. EKG report. 

. Laboratory sheet. 

. Pregnancy record—past, in chronological order with progress sheets. 
. Syphilitic treatment, in chronological order with progress sheets. 
10. Correspondence and authorizations. 

11. Completed X-ray sheets. 

12. Completed injection sheets, 

13. Consultants’ reports. 


CHONAMPRWONH 


C. Loose sheets of medical record: 


1. X-ray sheet—current. 

2. Nurse’s sheet—current 

3. Progress sheet—current. 

4. Pregnancy record—current. 


II. Recording of clinic visits 

A. Each visit to clinic is recorded in chronological order on the progress sheet. 

B. Each visit should show chief complaint, examination, diagnosis, treatment 
given, date patient is to return to clinic, statement of work status of patient. 
. ©. Physical examinations are recorded on the special sheet made up for that 
purpose. 
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D. Discharge note is made when patient. completes treatment in one clinic; 
note of referral back to physician in charge should be made. 

III. Recording of Hospitalization “ 

A. All hospital notes are to be dictated; notes are then recorded in ai type 


in chronological order on progress sheet; and signed by the attending physician. 
B. Surgical cases: 


. Preoperative examination. 

. Routine laboratory examination. 

Preoperative diagnosis. 

Medical staff approval. 

. Recording of operative procedure and anesthesia used. 
Record of all findings. 

. Pathological report of all tissue removed. 

. Result. 

. Discharge note. 

10. Signature of surgeon. 


ho ee 


CHAD MURYW 


Cc. Pregnancy cases: 


. History of pregnancy as recorded on pregnancy sheet. 

. History of labor, including description of first, second, and third Pack 
. Provisional diagnosis indicating position and presentation of the child. 

. Indications for Thetti ge. poe qlises when carried out. 

. Postpartum progress. 

‘ Condition on discharge, 


Oo nkr Who 


D. New-born records: 


Must show physical examination; height, weight, any abnormalities and 
feeding, progress notes of baby. 


E. Medical cases: 


Entrance complaint, provisional diagnosis, progress notes, consultations, 
special examinations, treatment given, final diagnosis, condition on 
discharge. . | ; 

IV. Recording of home calls 

Date home call made, time, doctor’s name, chief complaint, examination, 
tentative diagnosis, treatment given, work status of patient, instruction re 
clinic appointment. All home calls are recorded on the progress sheets. 

V. Consultation reports (Made outside medical center) 

A. Abstract of patient’s record is sent for consultation prior to patient’s 
appointment. 

B. Consultant’s report is recorded in record on progress sheets Showing find- 
ings, diagnosis, and recomendations. 

VI. Hast St. Lowis services 

Fast St. Louis services are recorded in the medical record in chronological 
order on the progress sheet. 


Patient control through the use of records 
I. New patients: 
A. Records of all new patients are checked within O4 hours. 
1. Records checked for completion of : 
Identification. 
Temperature, pulse, respiration, weight, height. 


Laboratory-urine, serology-blood, other. 
Chest X-ray. 
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Dental examination and X-ray. 2 
Record of chief complaint and present illness. ' 
Record of past history. 
Record of physical examination and findings. 
Recommendations for further studies. 
Provisional diagnosis. 
Treatment given. 
Date patient is to return. 
B. Name of patient with deficient records referred to followup for contact and 
making of appointment. 
C. Deficient records referred to doctors. 
D. Records of all new patients checked at one-month and six-month intervals. 
for treatment results obtained and for information on discharge of patients. 
II. Returned patients: 
A. A check is made of appointments kept. 
B. Patients are notified to return to clinic when reports on pathology indicate 
necessity. | 
C. A followup is made of patients with provisional diagnosis. 
D. Patients requiring X-ray or yearly — are reported to followup 
department. oe 


Source: St. Louis Labor Health Institute: The Labor Health Institute in Action, report 
based on 1949 figures activities (May 1), 1950. Mimeographed. 


Exhibit H.—Measurements for appraising the quality of service furnished by 
group-practice prepayment plans. Developed by Drs. Farish and Goldmann 
for Labor Health Institute survey 


1. That the physicians affiliated with the plan shall be organized as a definite 
medical staff, using the word “staff”? in an all-inclusive sense to include active, 
associate, and courtesy medical staff. 

2. That the membership of the medical staff shall be restricted to physicians 
who are (a) graduates of medicine of approved medical schools, with degree 
of doctor of medicine, in good standing, and legally licensed to practice in the 
State; (0) competent in the branch of medicine to which appointment to the 
staff has been made; and (c) worthy in character and matters of professional 
ethics. 

3. That the medical staff initiate and, with the approval of the board of the 
plan, adopt rules and regulations governing the professional services and that 
these rules and regulations specifically provide that (a) medical staff meetings 
be held at least once each month, (0b) the medical staff review and analyze at 
regular intervals their experience in the various departments of the clinic and 
in the hospital, and (c) the medical records of patients to be the basis for such 
review and analysis. 

4, That the physical plant and equipment be adequate. 

5. That diagnostic and therapeutic facilities under competent medical super- 
vision be available for the study, diagnosis, and treatment of patients, these 
to include at least a clinical laboratory providing chemical, bacteriological, and 
Serological services; and an X-ray department providing radiographic and 
fluoroscopic services. 

6. That provision be made for quantitatively adequate service to insure com- 
pleteness, continuity, and consistency of service. 

7. That patients requiring hospitalization be admitted to institutions ap- 
proved by the American College of Surgeons. 
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8. That accurate and complete medical records be written for all patients and 
‘filed in an accessible manner. A complete medical record is defined as one 
which includes identification data; complaint; personal and family history ; 
history of present illness: physical examinations; special examinations, such as 
consultations, clinical laboratory, X-ray, and other examinations; provisional 
or working diagnosis; treatment plan, including gross and microscopic paHo- 
logical findings ; progress notes ; final diagnosis ; and followup. 


Source: Farish, Henry G., M. D., and Goldmann, Franz, M. D.: The Labor Health Insti- 
tute: Quality of Service. ois Louis, The. oe 1948. = We 


Exhibit I.—Summary of findings of study of Labor Health Institute made by 
Henry G. Farish, M. D., and Franz Goldmann, M. DY 


1. All the physicians, dentists, nurses, and technicians on the regular staff 
of the Labor Health Institute possess the qualifications and experience necessary 
for the proper performance of their duties. A remarkably large proportion of 
the physicians are specialists meeting the requirements of the specialty boards. 
Only the laboratory technician, a recent graduate, lacks wider experience, and 
steps will have to be taken to remedy this situation. The number of professional 
personnel available for direct service to patients meets accepted standards of 
adequacy... 

2. The physical facilities and the - equipment of the Labor Health Institute 
are good except for the clinical laboratory which stands in need of improvement. 

3. All the hospitals at present utilized for service are fully approved by the 
Ameri¢éan College of Surgeons and, accordingly, the quality of service for hos- 
pitalized patients can be assumed to be good. It is strongly recommended to 
continue the policy of utilizing only first-grade hospitals in the future. ~ 

4, The service offered to the members of the Labor Health Institute and other 
patients is broad in scope and readily accessible. Noteworthy is the inclusion 
of preventive as well as therapeutic services in the program. The amount of 
service actually received by the persons covered by regular payment plans is 
such as to place the Labor Health Institute in the top bracket of group-practice 
prepayment plans and comes close to ideal standards. This is all the more re- 
markable as the membership of the Labor Health Institute is made up of persons 
with low incomes. : 

5. The physicians and dentists affiliated with the Labor Health Institute are 
organized as a definite staff working in systematie association on the basis of 
group practice. There appears to be an earnest effort to weld the staff members 
into a group and develop teamwork through frequent consulations and regular 
staff conferences. 

6. The administrative organization of the professional services has many 
commendable features, namely, the strictly observed appointment system and 
the well-organized followup system, the comprehensiveness of the initial exami- 
nation, the allocation of sufficient time for service to the individual patient, the 
emphasis on the establishment and maintenance of the patient-physician rela- 
tionship, the maintenance of comprehensive medical records, and the regular 
staff conference designed to foster cooperation of all staff members as well as 
effective and good service to the patient. 

On the other hand, there are some shortcomings which ought to be eliminated. 
In order to develop more effective self-government a formal basis for the activi- 
ties of the Professional Association of the Labor Health Institute should be 
created by adding a pertinent clause to the bylaws of the Labor Health Insti- 


iThe survey was made in 1948 at the request of the Labor Health Institute. The weak- 
nesses pointed out have been corrected according to a recent statement by the institute. 
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tute. In order to assure harmonious cooperation between the physicians and 
dentists on the staff, the medical director, and the board of trustees, the powers, 
functions, duties, and rights of each group should be clearly defined in rules and 
regulations elaborating on general ia to be eet forth in the bylaws of the 
Labor Health Institute. 


Source: Farish, Henry G., M. D., and Goldmann, Franz, M. D.: The Labor Health Insti- 
tute: Quality of Service. St. Louis, The Institute, 1948. 29 pp. 


Table 1.—Total annual income and expenses, Labor Health I nstitute, St. Louis, 


1950 and July 1, 1951—June 30, 1952 


1950 1951-52 
Tpetine Ota 2b <n ie pp gee NSS ee Re $631,214 | $874, 504 
Dues: 
Regular members << 0. see ass Se ee se ee ean ee ee eee 592, 314 821, 998 
Specialumembersrs 4.) wisi coe ssosert. 2. Os wads 2 ae are 19, 103 26, 924 
Associate members. -......-...---.----- CaP tat At babe, oe Doe 5 mee eRe See wa 725 401 
Medical fees) Sih. 325. 52504 AU Man Se aeRO. Slik ead PE | 17, 992 19, 924 
Other 1NC0910... «95 ages nye eek o> - =e bagy bp ewer <deeaspens = eedapmee staat 1, 079 _-§, 257 
Operating expenses: totalic Msi oss fio. Bl 8 ee ceron ont ee eee 446, 184 - 733, 203 
Medical‘and dental expenses. 2 i225). 81 ALO) Le 2 346, 583 559, 543 
Phys icine ard eatiete. 6 ons cl te oe 5 ea eg ee 167, 025 258, 514 
Paevaicigns .ag2 2 pads, 3. oR See ease ages eee ee tal ere 43, 073 72, 558 
Social worker department Be Ooch Pw gk RE og I Es ec yt ee 6, 957 
Medical records and receptionists: :..-............-----..----------.--------- 11, 744 27, 841 
SUD DCS ee i ee a ey ee ee ee 31, 839 50, 029 
Mdrabis tie) Se hee SY SAN eee ee ee ee ene 92, 902 148, 644 
Medicalvand dental 3:2. --<2 234i Lee ee ee. Bee eae NA 12, 421 
Business I a rN Se Tats RES: "PARC RNR Ae wr 2 FE NA 136, 223 
TROSITE OXPONSCS cate ae 3 ee ae he geo i a ee pe 99, 601 173, 660 
Payments tov nospitals ec 2 vie sae ee ee ee ee ee, See ee ea NA 136, 651 
Administrative expenses-< 2.22 .o2.¢ 34 F221) Ba coe eee a Se ee NA 10, 536 
WROSCT VG. a = cote oa eee a a is os SS aoe Se eee om Se ee oe, NA 26, 473 
Reservesiandiexpansion fund! 234. eee Ne es Sere GE 116, 181 131, 939 
Wndivided incomees e . 5 fn). seek ee ee Sa ee ee eee 68, 849 9, 362 


1 Discontinued August 15, 1951. 
2 Includes only payments to medical director, chiefs of medical, surgical and dental services. 
3 Includes all non-direct medical expenses such as rent, depreciation. 


Waascne St. Louis Labor Health Institute: Annual report, 1950, Mimeographed; Unpublished data 
arch 1953. ~ 


Table 2.—Average cost of medical and dental services and hospitalization, 
exclusive of reserves, Labor Health Institute, St. Louis, 1949, 1950, and 
July 1, 1951—June 30, 1952 





Item 1949 1950 1951-52 








Medical and dental services: 
Average number of persons eligible for care___.._._____-__- ve 6, 070 9, 058 14, 203 
Cost per eligible person_____.__..__---- ee ROR Rr Sees er ee OR $44. 00 $38. 26 | . $39. 40 
Cost per person receiving services - =. = $78. 00 $64. 27 $63. 20 
Cost. pen patient. visit, total: 4. 20 iseese. eee eed. pee $5. 72 $4. 94 $5, 42 

Hospitalization: 
Average number of persons eligible for hospitalization___.______- 2 7, 120 9, 959 14; 105 

OOSE Der Hele ersOM on ae ke chee ae a ee a $9. 72 $10. 00 $10. 44 
Gost péerday wer:caset Wl A sre a es A Re ees ae $15. 18 $12. 73 $12. 31 
Cost: ner hospital.ease: Mis <. 28. Son. ret errs oe eee $126. 00 $106. 00 $95. 87 





1 Medical and dental expenses divided by the number of visits excluding visits to the nurse, not counted 
as separate visits. 
2 11-month average. 


Source: St. Louis Labor Health Institute: Annual report, 1950, Mimeographed unpublished yer 
March 1953. 
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Table 3.—Payments to staff physicians and dentists, by department, Labor 
Health Institute, St. Louis, July 1, 1951-June 30, 1952 


Medical -. | Vacation, 
robe conter ver area sick, holi- ee i Sone 
cetor | and hos- ta : day, and : office 
Department and den- | pital pa- | meeting ere other ona patient 
tist fees tient head) paid care 
care leave 

ROW roe AP ores tt $256, 612 | $155, 120 $11, 256 $35, 798 $11, 605 $20, 730 $5,999 
Internal medicine.___._.______- 52, 890 31, 522 2,370 2, 720 3, 695 12, 537 46 
Gynecology and obstetrics _ - ___ 24, 823 21, 023 1,119 585 662 897 537 
IReaistrics 235... 6.8 eR 19, 680 10, 291 945 810 565 6, 420 649 
ee.) cae ee 17,997 | 13,812 1, 760 714 1, 560 88 63 
General surgery... ..< 2-5... 13, 521 11, 705 732 559 363 90 aay 94 
Ear, nose, and throatg24..22. 2. 9, 471 7, 284 13071170 Nall a = Se 616 190 107 
Genitourmary . <2 222 2.0... 8,046 | 5,770 676 764 795 5 36 
Neuropsychiatry... ........-..2- 7, 266 5, 700 502 576 408 20 60 
Wg SE Sain 7,119 4, 295 218 399 AGH ez scesee 1, 801 
Pleemaimloey. 2 hee. 2, 693 2, 040 BOM ES seo 90 5 48 
2 3 ae ee Ce 2 1, 623 ROOD SERS ESOS | See Se ao AEA. 
HNewrosurgery 7.5... 2-0... 540 484 A A AOE Raacane aes S) rae aS, Se Ro 
ARE ek epee tie ee re een Be 7, 480 4, 696 470 1, 064 AA yates te ten 805 
os 37, 104 33, 696 GJ4F eo cmacea ce 2, 000 96 688. 
Medical administration-2-..02.0)} >: (21, 007 ence ee ec. e BiOOpiias rele | ate TG aoe 
ast Be, TANS. noe. cen 3, 248 Dialects GOO eee 382 1, 087 





' Adjusted to exclude payments in fiscal year applicable to service rendered in other years; includes $1 6,104 
paid to physicians not on Labor Health Institute staff. 
2 Started in February 1951 and discontinued September 1951. 


Source: St. Louis Labor Health Institute: Unpublished data, March 1953. 


Table 4,—Total payments to staff physicians and dentists and average income 
per full-time equivalent physician and dentist, by department, Labor 
Health Institute, St. Louis, July 1, 1951-June 30, 1952 








Average United 
Total pe tape of 1951-52 . States : 
ull-time |comeperfull-| average ne 
Department sees * equivalent | time equiv- income of 
doctors, 1951 | alent doctor | specialists, 
in 1951 2 1951 

NTIS ee ae ae Sa OS a ee Se ee $256, 612 15. 99 S13 4 On ees see 
imtermalmedicines: 2. ae 8 bse 52, 890 4,90 10, 794 $12, 069 
Gynecclosyiand opstetrics!...... 5.22... ee seces 24, 823 1. 43 17, 359 15, 418 
IASI CUTE ICS . ets Se Sa GS . iie e St ee a 19, 680 16745) 15, 744 11,820 - 
LC eee. Re as | Se ae eee 17, 997 0. 77 28, 372 14, 448 
General Surgery sd)... 5. SM nos oe Ban cue 13, 521 . 76 17, 791 16, 514 
Bar NOSE Tom CULO... a nose eee ke 9, 471 . 64 14, 798 Pe an 
SGOT = ee ee eee eee 8, 046 . 43 18, 712 14; 466 
IGHLODSYCMNIAUNYE 222 0 Fo PS ewe 7, 266 . 36 20, 183 _ 14,.500 
ORG ROPECNCS == ie Bare ssa 2 he oh es Set 7,119 58) 19, 775 16,188 
[DS e Orne See WSS ee eee 2, 693 .14 19, 236 13, 250 
Allergy...:-_- id ret SSUES ae ee 2 1, 623 ao 12, 485 13, 458. 
INIGUTROG TIKES i ee ee Ns “SCR eee [Bek D ye e IRSE Be iee ele | LO pele ap aa OL ean 2 oe RA cee oti 
DEAE a ote Cae os pgm, NS ae EAN re BS ae eg Pa RS 7,480 ol 24,129 17, 675 
MD CHEISGI Soo ee Me eee a oR EOF gah Sere, 37, 104 4. 51 8, 227 6, 708 





1 Adjusted to exclude payments in fiscal year applicable to service rendered in cther years; includes $16,104 
paid to physicians not on LHI staff, $27,007 paid to medical administrator and staff and $3,248 paid to Hast 
St. Louis doctors. 

2 Average excluding medical administrator and staff, East St. Louis doctors and non-Labor Health In- 
stitute referrals. 

3 Started in February 1951 and discontinued September 1951. 


Source: St. Louis Labor Health Institute: Unpublished data, March 1953. 
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Table 5.—Number of physicians and dentists employed and schedule of clinic 
hours, Labor Health Institute, St. Louis, July 1, 1952 








Number Schedule of clinic hours 

of physi- 

Department nA 
dentists | Monday | Tuesday | Wednesday|Thursday| Friday | Saturday 
General Medicine. --...-.---- 10 10-6 9-6 10-6 9-6 11-6 9-12 
DVOo: Soke Leta e eee ence 4 10-12 10-12 10-1 10-12 10-12 9-12 
y 3-6 3-6 3-6 : 3-6 S-Oales to. 2 8 
Gynecology and cbstetrics_.__ 5 Bt an eee eee en er See en | ee ee | ee 9-12 
3-6 3-6 3-6 3-6 SHON: Je Te 
mediatrics 8... -<: Ae 2 6 9-2 12-2 9-2 11-2 12-2 9-12 
Ear, nose, and throat_._--._-- 3 8:30-6 3-6 3:30-6 3-6 3-6 9-12 
General surgery....-..-.---:- 3 3-6 4-6 3-6 3-6 3-6 10-12 
Orthopedics®.. .....-2 2-2-2 2 3-6 4-6 3-6 3-6 3-6 10-12 
*Genitourinany~ asses seesceee 2 3:30-6 3-6 |10:30-12:30 3-6 3-6 10:30-12 
iNeuropsy.chiatry._..: 222 =... 3 lhe Se 3-6 2-6 9326) loc ee 9-12 
AdiOlogyss. 225522 hee ee 1 14:45-5:45 |4:45-5:45 4:45-5:45 |4:45-5:45 |4:45-5:45 |} 9-10 
UM ero y A oo a 2, 8=6 |b 222 £1) GPS 426) | 2 ee ee eee ee 
0) G01 eens See ee - (even 1 4-6, ||) tea ® 2 |b ee 4-6) ).o-03.. Sse 
Dentistnys. 2-0 0e eae 8 9-1 9-1 9-1 9-1 9-1 9-12 
-2-6 2-6 2-6 2-6 2-6) ose 


Source: St. Louis Labor Health Institute. Annual report, 1950. Mimeographed. 


Table 6.—Allocation of physicians’ and dentists’ hours at medical center, Labor 
Health Institute, St. Louis, July 1, 1951—June 30, 1952 


Patient-hours Paid-leave hours 
Total | Num- Number Staff 
Department a _ ber mpootine i, ne 
ours per . ours aca- | gink oli-: |. Giher 
alter Regu- | Substi- =" aisy 
bles 2 lar tute 
Pereent of total doc- 
tor medical center 
ROUNS: Sees Sesut ae J TOO Oia ewes a= oS 84.3 1.6 6.5 4,2 9 58} 2 
Motels... = teat wee 25,715 | 1,555 | 21,678 416 | 1,673 | 1,080 219 586 63 
Internal medicine___.-...--.- 7, 445 439 | 6, 213 19 474 487 31 185 36 
Weta Sele Sa Baie ee. 2es8 1, 705 97} 1,361 12 176 60 54 37 5 
Gynecology and obstetrics_- t 530 85 1, 159 49 203 59 16 39 5 
SPOGIAtriCs.—_ 2 42. 2 oss 1 206 69 980 2 142 46 19 15 2 
:General surgery__----------- 974 54 PACA ne eee 137 ACh. Gee 20 eee es - 
‘Kar, nose, and throat__----- 972 54 756 a 136 33 ef Doi Sees 
MCMtOUNNaly——.fee sss oe W23 40 542) |- 33 68 49 6 22 3 
Neuropsychiatry_._..----.-- 695 42 592 6 52 25 2 16 
FRAGI OO y te oe ae se 560 33 440 28 47 Sou lesoeeeee 1S ere 
Orthopedics: 2 tee fe snc ans 327 18 255 4 24 30 3 zh es eb ae a 
‘Dermatolosyis.eeeece--=-6 5 262 14 202) |teeceece [eens eee eet Osea anes 
UCR er ee See 253 18 2O8iie en acueslastotoess|aceeces Seces—s| aan ee 
Neurosurgery 3__....--.----- 58 ch, es i ne (fs ees ee Pee 8 
DOMUISHTY <2 Sst So- os 9, 005 588 | 8, 103 246 156 213 81 196 10 


- 1 Exeludes hours of medical administration, 2,227 hours in 1951-52. 
2 Based on 12-month average eligibles of 14,203. 
3 Started in February 1951 and discontinued September 1951. 


Source: St. Louis Labor Health Institute: Unpublished data, March 1953. 
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Table 7.—Full-time equivalent physicians and dentists and total hours worked,’ 
Labor Health Institute, St. Louis, 1951 








Hours 
Equiva- 
lent full- 
Specialty }) time phy- ‘uae te Outside 
sicians edica 
and den- Total center 
tists 2 , Home Office | Hospital 
Rien een peioaic ee sae enasc aca 15. 99 33, 226 26, 464 3 3, 360 323 3, 079 
Pnternal menicine.. 2.220225. ask 4. 90 10, 182 7, 742 2, 241 3 196 
@ynecology-obstetrics: _2.......-...-.-..- 1. 48 2,979 1, 439 87 62 1, 391 
LP TES Belen REE, ie IRS Ei eR 1. 25 2, 606 1, 205 971 66 364 
5 ORE LI SR | oc RS, i co ott 1, 610 1, 547 10 Die cen 51 
SPemetd) SGLGOTY schon secs eae cana nee . 76 1, 585 978 15 5 587 
Wak eNOSO caNGGNYOOb.. 4.50.5 oboe a esse cn . 64 1, 340 1, 032 26 50 236 
(UIROUGCAY 2k Ape so a IR tn te RRO 43 885 772 1 1 lil 
INCULODSVCMIALLY—.<-225c-.2coschoesosensos . 36 748 700 1 2 45 
OREHODECICSEr ts tee OTE e ea . 36 738 GlSW| Rees ee 32) . 88 
IMEHIN ALON = eet re eotcee sete cess lee 14 : 285 Qilalegea secon 7 1 
ji ERO Eo SIO. tee ip ek oat i wo 260 > | alee oa jets © ee 7 
SLEEP abl Ad ll ae Es SO 31 637 BOO ase ose a ohm ese ase 
DV ErvIShhy meee a eee ese tee eee eons coeeans 4, 51 9, 371 9, 336 8 21 6 


1 Excluding administrative staff. 
2 Based on 2,080 hours a year including vacations. 
32.914 day, 446 night. 


Source: St. Louis Labor Health Institute: Doctor’s Fee Study, July 1952-June 1953. Mimeographed. 





Table 8.—Annual number of patient visits,’ classified according to medical 
» department, Labor Health Center, St. Louis, Mo., 1950 


Number of visits per 1,000 eligible persons 2 


Medical department 


Total Medical Hospital Home Office 

visits center visits visits visits visits 
iitemraiemedicine. 4. ." Seeueec’ o22.2-5 2, 003. 0 1, 783. 9 79. 6 137.7 1.8 
TAS, NOSE, SHO TIMOR sa cce cetacean 555. 1 502. 6 ce | eee 7.4 
Gynecology and obstetri¢s_.......-...--... 483. 8 338. 5 141.3 2.1 1.9 
General surgery. a4: 2. esse east ASS 474.6 314, 2 156. 3 3.4 HT 
JOR U BOS) a ae eee beer seer eae 408. 3 300. 2 53. 1 53. 3 hee 
Biveme See eee ae ooo. Soa se 310. 4 291.5 18.1 rl § 8 
Orthopedics: svet_—.<.-.--.2 ART SSS ok a 244.9 200. 6 43.6 4 575 
Gemitquminanyre sss 2952 52 eee sss eee 174. 7 146. 2 28.3 iL oe 
WISIN ALOLORW seee 52 fa sachs Be co ces eee 118.8 112. 4 ALO le gsecueeees 1.8 
Neuro psy ChinUby sb =o 2229. Sole Sos oh OS = 94.7 78.8 15.6 alt ae 
Pp METER fies pee Sl oe OE I eee ee eee 76. 4 75. 5 eO oases oes (Pee cee eee oe 
Sele i ee 2 Te ae rr ee 530. 5 623.3 NA NA shONE A 
JOG TI Sa eas SS Se ieee ee eee eee 1, 374. 4 Bi SO9MOo sect en Se as ssceteee 4,9 


1 Excludes visits to the medical administration, visits of East St. Louis physicians and non-LHI referrals, 
2 Based on 12-month average eligibles of 9,058. é 


Source: St. Louis Labor Health Institute: Annual report, 1950. Mimeographed. 
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Table 9.—Number of patient visits, classified according to medical department, 
Labor Health Institute, St. Louis, July 1, 1951—June 30, 1952 * 


Number of visits per 1,000 eligible persons 2 


Seine went Hospital 
edical department eceus 1. Maenc Pb eS ee 
center ° : soni Gees neon hase Beesvent 
patient | Inpatien patien . | patients eas es 
visits days of | number cone visits visits 
care of cases 

internal medicine... <2"... .-..2 1, 522. 5 82.7 5.7 3.1 0.3 162. 6 0.9 
Pediatricse sos: 222.62 occas 387. 8 134. 0 19. 2 .6 -6 88. 8 15.0 
Gynecology and obstetrics_-__- 353. 9 199. 5 29.0 5.5 .5 10.0 10, 8 
Ear, nose, and throat__-_..---.- 334, 2 22.8 8.2 .8 1.5 2.6 2.4 
WB V Crem aane or See) ne ee 333. 0 7.0 1.2 .4 9 -8 .9 
General surgery__--...-..----_- 275. 4 107.7 13.3 13 yas} 1 .6 
Genitourinary. 2.o-tescse cc 2e4 131.7 23. 5 2.6 | wal 1 .4 
Wermatoloey... 2c eee oo 116.9 1.8 ao pe SS oe 1.1 
Orthopedies’=s. 2. 90. 0 2282 2.0 ae iT ed ape, Bs WA 
Neuropsychiatry_.....-..---_-- 83. 7 6:5 .6 “hl RC St af 3 
PNOre yy. ane 2 ok vember 69. 4 2.4 ae My hy Gane: eget, ee. are, 
Neurosurgery 3__........----.-- 4,4 4.1 il ot |ncecanseccl acess! eae 
Nera Vase foe cee 5 ee 26) ei Siocon et ese PAR Ret ee aec on ncaa 7.6 
DOmiiStiyse sa sa oe ee se 1, 261. 5 .4 a aoe 8 3.7 


1 Excludes visits to the medical administration, visits of East St. Louis physicians and non-LHI referrals. 
2 Based on 12-month average eligibles of 14,230. 
3 Started in February, 1951 and discontinued September 1951. 


Source: St. Louis Labor Health Institute: Unpublished data, March 1953. 


Table 10.—Number of dental services provided at Labor Health Institute, St. 
Louis, 1950 and July 1, 1951—June 30, 1952 





1950 1951-52 
Type of service Per 1,000 Per 1,000 
Number eligible Number eligible 
persons ! persons 2 

Wotalpeste.. 2... oes Ato oe eee Sea 36, 850 4, 068. 2 51, 493 3, 625. 5 
mmosthesia: loenl: seoc.2su tb 2b i225 2, 510 277.1 5, 222 367.7 
OS US Sy (a ne ee ira ge a aa) aS 339 37.4 635 44,7 
Denturcadjustments.....-. aye. au 55 Bokeh. ood teat 707 78.1 1, 034- 72.8 
Dentures received... ...5.2.4-<<e. cach & Seb cae 391 43. 2 798 56. 2 
MP ROUMIMGTIOUS Sn. omen DL Son ak Bn doe ke 759 83. 8 1, 233 86. 8 
MtrAC ONS Hee ee 2 Saas Oe ES ee ae ee 3, 342 369. 0 4, 758 335. 0 
LS ee ee ee ieee ae ae See ST 3, 662 404. 3 6, 972 490. 9 
Pimorine drostwianie +: i... 2 ee det 126 13.9 128 9.0 
GoUMGIREAGIMNC MS... acceso 657 oe bcs ee ee eee 976 107.8 866 61.0 
aE TESS OH Sha eee aerate Sie me ate ee ern eee ee 735 81.1 1, 051 74.0 
Rullemouthy rays nea des.d shee Soe ee ee 1, 501 165. 7 1, 455 102. 4 
Postoperative treatments... 2s 5a2. ee ene 441 48. 7 820 57.7 
IP RO Dy LN G-" 2 Sse eae oa ec See ee we eee ee 864 95. 4 1, 096 ae 
Prosthetic fittings... taetae te eee 2. se ees yee 576 63. 6 1, 376 96. 6 
ROotstreatments..c. 5 Ae ee Us er ae 29 7: 7 36 
SCAN eS ok Fe es eee i a ee es a 851 94.0 942 66. 3 
Surcenyios: 2 = Ae eee 2 ee eee Sea ee 120 tone 247 17.4 
"POOGR trea tIIGHES: Sos. 2 Ge eer Le ee eh eae 1,151 127. 5 2, 571 181.0 
Wray platesitaken 22 ec. ee ee a eee duet i 17, 613 1, 944. 5 20, 086 1, 414. 2 
IMEISCCTIGNCOUS: Sox. eiu.com re ae nh oe oe oe eet er 153 16.9 196 13.8 


1 Based on 12-month average of 9,058 eligibles. 
2 Based on 12-month average of 14,203 eligibles. 


Co St. Louis Labor Health Institute: Annual report, 1950, mimeographed; unpublished data, 
March 1953. 
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Table 11.—Number of X-ray services provided at Labor Health Institute, St. 
Louis, 1950 and July 1, 1951—June 30, 1952 





1950 . 1951-52 
Type of service Per 1,000 Per 1,000 
‘Number eligible Number eligible 

persons ! > persons: 
Vota) plates. 2%. 588k 8 ae esccn eA ec 7, 754 856. 0 10, 095 710.8 
RoE ONG Mae een ae Smee eee ot 261 28.8 322 2207 
FES Con PO amok Or ere epee hd 2 Sek ee eh See i 916 101.1 1, 221 86. 0 
ieee ye oe EE em ae Gt 2, 889 318.9 3,014 212. 2 
I OROSCONES een atu cent al be ee ee 383 aaa, 559 . 39. 4 
(ORE DEY) Gere 8 Sire © REE Is 2 eon Set a Set ee ee eee 328 36. 2 512 36. 0 
Seseronriestinel 68+. Ms tite eee bd dh ose 1, 008 111.3 1, 732 121.9 
EV. poms oo AEE RAE OE St Sk OS ED Cee aie Aa We hg Ve oes ee cea eed 341 24.0 
NR fo eter ce te eR ee es Se BS 52 5.7 : 78 5.5 
SUtT LE Sd Ose: ee ty 5 Op SO, . 475 52. 4 743 62.3 
SUCTe A atew cue i tee a, or ein span hall ea aN a seer aaa Pe ; 151° 16. 7 189 13.3 
SPINGM Mae peo ss et A eae oe, a I eg ers ey eS 670 74.0 893 62.9 
SEE oe EE a Ee ey ee eee ee 190 21.0 182 12.8 
Miseeliianeouse 2 <2 Sti So oe eS Stl Basel eres 531 58. 6 309 21.8 


1 Based on 12-month average of 9,058 eligibles. 
2 Based on 12-month average of 14,203 eligibles. 


oo St. Louis Labor Health Institute: Annual report, 1950, mineographed; unpublished data, 
-Mare : 


Table 12.—Number of laboratory services provided at Labor Health Institute, 
St. Louis, 1950 and July 1, 1951—June 30, 1952 





mH AAWO DR OWS Or 


s 
1950 1951-52 
Type of service Per 1,000 Per 1,000 
Number eligible Number eligible 
persons ! persons 2 
RE Ot a nr Sea Se ee re a ae sae 18, 345 2, 025. 3 21, 600 1, 520. 8 
‘Blood chemisiry and Sugars... .- = 2-5 sec ee cece ewes 450 49. 7 909 64. 0 
PD erent ier eo css oes cao 2, 968 BVA Galt 2, 999 D2 
Clasinie BEAN SICite Serie yee ee eas Sloe 22 2.4 35 2 
IRRGHAS LOCH Nera ire se 3s ee Sad 19 21 45 3. 
FICMMOG OD ieee see es lessee Se ees Seok 2, 986 329.7 3, 260 229. 
Kahn (taken sik BOE Sad EE ROO a = Cee 2, 696 297. 6 2, 438 171. 
UGC ORD COMM bee 3 fie as a Se ee oo Sas Bee 813 89.8 994 70. 
DOCISHET TALIM IES tO ts. oo ec ee as ee ose ee 97 10. 7 219 15. 
ENC aLs mene ee een eat ee Nit nee ela ce es es seses 153 16.9 208 14. 
SS Dine ee ee er a se ee ee Es 36 4,0 27 1. 
TORE E CED Amee es yee Sa rs ns ee oe et es ee 69 7.6 67 4. 
SUES) a Se a ag oe pe ea ee ne pe 75 8.3 137 9. 
OIG a be ee SE ee Le ee ee ae ee ee eee 4, 590 506. 7 6, 527 459. 
pI IOOEE COUN 2 na gs ee cacseaacte caomwas 2, 996 330. 8 3, 027 213. 
MISCOML ANC OMS 5 rns wae ae ee to a kennel Sone oa os 385 42, 5 708 49. 8 


1 Based on 12-month average of 9,058 eligibles. 
2 Based on 12-month average of 14,203 eligibles. 


Source: St. Louis Labor Health Institute: Annual report, 1950, mimeographed; unpublished data, March 
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industry-wide Programs 


Introduction 


The descriptions of two other union programs have been included 
in this volume because of their size and their wide general interest, 
those of the International Ladies’ Garment Workers’ Union and of 
the United Mine Workers of America Welfare and Retirement Fund. 

These programs are dissimilar from any of those previously de- 
scribed, in that they cover a wider geographic area. The International 
Ladies’ Garment Workers’ Union has programs in operation in 14 
cities under which more than 400,000 members are eligible for service. 
The ILGWU health centers in Boston and New York City were in- 
cluded in the program previously described. The United Mine Work- 
ers of America Welfare and Retirement Fund makes medical services 
available through local doctors and hospitals in 26 States to about 1.5 
million miners and their dependents. 


Health Services and Welfare Benefits 
of the 
International Ladies’ Garment Workers’ Union* 


1710 Broadway 
New York, N. Y. 


A resolution adopted at the International Ladies’ Gar- 
ment Workers’ Union Convention in 1944 called on all 
locals to make health and welfare benefits key demands 
in the renewal of contracts. Prior to this, a few locals 
had bargained for such benefits. Other locals, such as 
those in New York City, were sponsoring their own 
health and welfare programs. 

By the beginning of 1953, more than 95 percent of the 
430,000 International Ladies’ Garment Workers’ Union 
members were protected by health and welfare benefits 
under collective bargaining agreements; 402,000 mem- 
bers were eligible for benefits from union-administered 
funds, and 19,500 through insurance carried by em- 
ployers. Approximately 350,000 members resided in 
areas where union health centers were already existing 
or were under construction. 


UNION HEALTH CENTERS 

In the early part of 1953, health centers were in operation in 14 
United States cities; three other centers, in Chicago, Houston, and 
Montreal, were scheduled to open in the near future. Most of the 
centers provide preventive and diagnostic services; the Union Health 
Center in Boston, described on pages 83-88, is a center of this type. 
A few, including the New York center (available to almost 50 per- 
cent of the members of the International Ladies’ Garment Workers’ 
Union), also offer medical care to ambulatory patients. A description 
of the New York center is on pages 135-151. 

The health centers now in operation or scheduled to open in the 
near future are located in: Allentown-Easton, Philadelphia, and 
Wilkes-Barre, Pa.; Boston and Fall River, Mass.; Dallas, Houston, 
and San Antonio, Tex.; Kansas City and St. Louis, Mo.; Chicago, Tl. : 
Cleveland, Ohio; Los Angeles, Calif.; Minneapolis, Minn.; Newark, 
N. J.; and New York, N. Y. The address of the established centers 
and the names of the medical directors are given in exhibit A. 


*Adolph Held, Supervisor, Health and Welfare Funds, Health and Welfare 
Committee. 


212 


Diagnostic and preventive services also are made available to 
members in many areas through automobile units which visit places 
of business. Each worker who chooses to participate is interviewed 
by a medical case worker who takes a complete medical history. A 
medical technician then carries through various laboratory studies 
including urinalysis and blood counts. If the medical history indi- 
cates that other tests are needed, samples are taken for central labora- 
tory determination. The completed histories and reports are ana- 
lyzed by the union’s medical director. A report of the findings is 
sent to the member’s family physician and the member is urged to see 
him if medical attention is necessary. Areas provided with such 
services include Harrisburg, Sayre, Shamokin and Sunbury, Pa.; 
Springfield, Mass.; Utica, N. Y.; Trenton, N. J.; and Wilmington, 
Del. 


OTHER HEALTH AND WELFARE BENEFITS 


Other health and welfare benefits vary from community to com- 
munity and among the locals within a community. General cate- 
gories include disability benefits, hospitalization, maternity benefits, 
surgical benefits, eye examination and care, tuberculosis benefits. Va- 
cation benefits are an integral part of many of the programs and 
retirement benefits, a relatively recent development, are now available 
to many members. The health centers, in addition to providing 


diagnostic and medical services, also process sick-benefit claims from 
welfare funds. 


ADMINISTRATION 


Local and joint boards negotiate collective bargaining agreements 
and are responsible for the health programs in their respective dis- 
tricts. Health and welfare committees set up by these locals or joint 
boards are considered by the union to be a key factor in the sympathetic 
and sound operation of the programs. <A health and welfare com- 
mittee of the general executive board of the International Ladies’ 
Garment Workers’ Union was set up in 1945 to coordinate standards 
meeting requirements of a large and varied body of State and national 
laws, and to insure uniform financial and record keeping procedures. 

The director of the welfare and health benefit department is re- 
sponsible to the general executive board for the following functions: 

1. He receives and analyzes reports on the conditions of the various funds and 
makes recommendations to the locals, joint boards, departments, ete., of the 
International Ladies’ Garment Workers’ Union on the operations of their funds. 

2. He makes continuous and periodic audits of the accounts of the various 
funds, and he supervises the records of the locals. 


3. He administers the rules and regulations of the general executive board and 
its committees which are concerned with these funds. 
4. He acts as an informal appeilate agency on appeals from the decision of 


the claims and appeals committee of the lccals, joint boards, and other sub- 
ordinate bodies. 
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FINANCING 


There has been a rapid growth of health and welfare finde in the 
years immediately following adoption of the resolution regarding 
them at the 1944 convention. Annual income of such funds (includ- 
ing vacation benefits) grew from less than $4 million in 1948 to more 
than $34 million in 1952; disbursements for the same years increased 
from about $2 million to $26 million. Total reserves at the end of 
1952 were over $62 million. 

In 1952, members received (in addition to retirement benefits of 


about $6 million) the following benefits: 
Amount Percent 
Totalbenehis-.0.. bo css cess Scere ees... eCab eee-- Seb eas eee $25, 755, 318 100.0 
Modieal <2~24 222 cbhee = + $3. el pee eee bt oe, Se ee 4, 190, 869 16.3 
Mem GalCer =o. aes Se ed ae = ee ee ae se 2, 139, 027 8.3 
ELOspitelization 220-20 ~= sons teens cena ee ree 2 eee eee eee 1, 064, 197 4.1 
DUTCORY S355 2 Se oc ee eee ha Mia eee es ee ee 5138, 133 2.0 
BH VOrcOnservatlOl <a cc coess Shes noes ee Bac noes oe eee eee eee 253, 058 1.0 
Matermilt Vices -2os2accnsetes basse lesec ce ee ee ee Se 211, 690 8 
Wi bercwlosish. ss s282 | See eee ee? Leena © Cone wees. 2 82 ae eee ae ae 9, 764 () 
Other wellare ben elites: 2252s ae ee eg ee ss 20, 276, 449 78.7 
ACATION © 2 SASH £ SERRE, Rhee eel SEIU eee a een eee See 12, 204, 008 47.4 
aC a <n ee ee nore ee we eee 4, 563, 970 1707 
Death henetlts-a. rez .cese ee eee ke eee ee ae ne Seen 2, 159, 717 8.4 
C1 00(8 ae ee oe a ee Ce. meen. eee ee ee a ee 1, 348, 754 5.2 
AGIMITMStAtIVENCOSTSt=_ = 2b Shee aoe cee oe cae eee ene. eee acne Seen , 288, 000 5.0 
1 Less than 0.05 percent. 


Exhibit A.—The location of the International Ladies’ Garment Workers’ Union 
Health Centers and the names of the medical directors, 1953 


Location Medical directors 


ILGWU Health Center, 1017 Hamilton, Allentown, Pa--.--- N. H. Heiligman, M. D. 
ILGWU Health Center, 33 Harrison Ave., Boston 11, Mass__ Joseph H. Kaplan, M. D. 
Cleveland ILGWU Apparel Industries Health Center, 3233 

Euclid Ave., Cleveland, Ohio..-_____ ae a ee eee feet es EES J. P. Bichorn, M. D. 
ILGWU Health Center, 523% South Ervay St., Dallas, Tex_. Ozro T. Woods, M. D. 
ILGWU Health Center, local 178, Garment Workers Square, 

Poll Oniver:" Rass == 22 Sse ee ee oe Samuel Brown, M. D. 
ILGWU Health Center, 2215 Steele Boulevard, Kansas City, 

Mion Se. 3 ous) See at ee Jeet eee Bere ee ist AEs eee la? Mark M. Marks, M. D. 
Los Angeles Union Health Center, ILGWU, 1130 South Maple, 

Tos Angeles, “Cat eee faeces eae oe eee eee Max Charles Igloe, M. D. 
ILGWU Health Center, 63 South 4th St., Minneapolis, Minn_. Arden Miller, M. D. 
ILGWU Health Center, Broad and William Sts., Newark, N. J- Asher Yaguda, M. D. 
Union Health Center, ILGWU, 275 7th Ave., New York 1, 

ING Melee ue ey Pt tet. Jk SEE See ee SEU Leo Price, M. D. 
ILGWU Health Center, 925 North Broad St., Philadelphia, Pa. J. K. Jaffe, M. D. 

San Antonio Garment Workers Medical Survey Clinic, 214% 


West Commerce St., San Antonio, Tex_____-___-.-_.-_____ Lawrence M. Shefts, M. D. 
Garment Industry Medical Center, 4646 Lindell Boulevard, 

BE BOE NE Oat os cata ce cc cs Ne ee eee Melvin B. Kirstein, M. D. 
ILGWU Health Center, 37 South Washington St., Wilkes- 

BOREG 5) Pies ceteris a ws i hes at ce et ee ee a te Albert R. Feinberg, M. D. 
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Hospital and Medieal Care Program of the 
United Mime Workers of America 
Welfare and Retirement Fund* | 


Washington, D. C. 


The hospital and medical care program of the United 
Mine Workers of America Welfare and Retirement Fund 
pays for hospital care, medical services, primarily in the 
hospital, and certain prescribed drugs, and for rehabilita- 
tion services at special centers. Miners and their de- 
pendents are eligible. 

The benefits are financed through the welfare and re- 
tirement fund, set up under the national bituminous 
coal wage agreements, to which the mine operators pay 
a royalty of 40 cents per ton of bituminous coal mined 
for sale or use. In 1952 a potential of 1.5 million miners 
and their dependents, living in 26 States, were eligible 
for services. During the year ending June 30, 1952, about 
$50 million were spent for the medical and hospital 
benefits. 


The lack of adequate medical and hospital care for miners and their 
families was highlighted by the report on the medical survey of the 
bituminous coal industry released in 1947 by Rear Adm. Joel T. 
Boone, United States Naval Medical Corps. The report found that 
in the coal-mine regions the practice of medicine on a contract basis 
led to serious abuses and that three-fourths of the hospitals available 
to the miners were inadequate in one or more conditions. Moreover, 
many miners had to be transported for excessive distances in order to 
receive hospital care. | 

The report confirmed the findings of the United Mine Workers that 
(a) most miners and their families were receiving little or inadequate 
medical care, and (6) many injured persons who might be restored 
to activity were allowed to go untreated, because miners could not 
afford the treatment necessary for restoration of the injured. The 
kigh maternal and infant mortality rate, a commonly used index of 
health levels, also indicated that many miners could not afford even 
the basic medical services. 

Through industrywide collective bargaining, the United Mine 
Workers in May 1946 established a welfare and retirement fund to 
which the operators (at the time of agreement, the United States 

*John L. Lewis, President, United Mine Workers, and Chairman, Board of 
Trustees ; Charles Owen, Trustee; Josephine Roche, Trustee, and Director of the 


Fund; Warren F. Draper, M. D., Executive Medical Officer. 
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Government) agreed to pay into the fund 5 cents per ton of bituminous 
coal mined. Since that time the royalty rate has been increased to 
40 cents a ton. The first benefit payments from the fund were made 
in May 1947 to the survivors of the Centralia mine disaster. 

In December 1948, 10 area medical offices were established to make 
arrangements with local doctors and hospitals in 26 States for the 
provision of medical services. Early in 1948, the fund paid for the 
first medical services. 


BASIC OBJECTIVES OUTLINED BY PLAN 


In carrying out the purposes of the medical and hospital care pro- 
gram, the area medical administrators are to follow certain broad 
principles: 

1. To arrange for the provision of a satisfactory quality of hospital 
and medical care through patients’ free choice of physicians and 
hospitals. 

9. To utilize the health services of other organizations in the state 
and county to the extent that they are needed and available. 

3. To conduct the program with a minimum of administrative de- 
tail and cost. 

4, To provide leadership that will stimulate a high quality of medi- 
cal and hospital service for miners at the most reasonable cost for 
which such service can be obtained. a Bates 

In addition, the fund is authorized to assist in the development of 
facilities and services found necessary to effectuate the purpose of its 


program. 
ELiciIpiniry 


All miners and their dependents are eligible for medical and hos- - 
pital care benefits. Prior to January 29, 1953, all active and retired 
miners, their dependents, and survivors of miners, were eligible for 
these services. Since January 1953, a miner must have been em- 
ployed in the coal industry after May 28, 1946, before he, his de- 
pendents, or his survivors are eligible. Miners who were eligible for 
hospital and medical care benefits before January 29, 1953, were not 
affected by this change in these regulations. Dependents include 
children and dependent adults who have been dependent upon and 
living with the miner for one year immediately preceding application. 
Survivors include widows and dependent children. 


MEMBERSHIP 


The medical care services of the United Mine Workers program 
are available to approximately 1.5 million potential beneficiaries, in- 
_ eluding miners and their dependents. They live in 26 States and 

Alaska. The average monthly income of miners is about $300. 
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METHOD OF FINANCING AND COST OF CARE 


Method of financing —All funds for the hospital and medical care 
programs come from the United Mine Workers Welfare and Retire- 
ment Fund. Under the terms of the collective bargaining agreement 
with the bituminous coal operators, the operators make royalty pay- 
ments of 40 cents for each ton of bituminous coal mined. ‘The fund, as 
reorganized in 1950, provides for the following benefits to be paid from 
the royalty revenues: Medical and hospital care, retirement pensions, 
benefits on the death of the miner, sickness and injury benefits, and 
benefits for widows and survivors of deceased miners. The three 
trustees of the fund are: Charles Owen, representing the operators; 
John L. Lewis, representing the union; and one neutral member, Miss 
Josephine Roche. They are responsible for authorizing all benefit 
expenditures. Income of the fund during the year July 1, 1951, to 
June 30, 1952, was $126.5 million and expenditures, $126.3 million. 

Operating costs —During the 12 months ending June 30, 1952, ex- 
penditures for all medical care benefits were $49,996,518. Of these 
benefits, 85.6 percent were received by working miners and their 
families; 4.1 percent by widows and orphans of deceased miners; and 
10.8 percent by disabled beneficiaries. About two-thirds of the pay- 
ments were to hospitals and one-third to physicians. 


Total expenditures for medical services____________ $49, 997, 000 
Working miners and families... oe 42, 797, 000 
SUrVIvOrS Of mintersioU ae ee Fee ees 2, 050, 000 
Disabled’: benefielaries....2_ 2222 20.22.0 28 ee ee ay 5, 150, 000 


The nearly $50 million spent in the fiscal year 1952 for medical 
benefits excludes both the cost of administering the program and loans 
made to three hospital associations set up under the auspices of the 
fund. In 1952, the cost of administering all trust-fund programs 
amounted to 2.7 percent of total expenditures; this included the cost 
of the central office and the 10 area medical] offices. The loans to the 
three hospital associations totaled $1,878,890, which covered the acqui- 
sition of hospital sites and the services of architects, engineers, and 
other technical experts. 

Payments to physicians—Physicians in private practice in various 
communities are paid for services rendered, usually on a fee-for- 
service basis. Methods of paying physicians on a time basis are being 
studied. During the fiscal year 1952, physicians were paid about 
$16.5 million od services rendered fund beneficiaries. 


SERVICES PROVIDED 


_ Hospital services—Hospital care is provided for as long as neces- 
sary to miners and their dependents. Where possible, the fund uses 
the existing facilities within the area; where patients cannot be cared 
for adequately through local ones the area office may arrange 
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for care at a nearby hospital. Cases needing highly specialized serv- 
ice are sent across the country if necessary. 

All necessary drugs and other services such as X-rays and laboratory 
are provided all hospitalized patients. 

General medical and specialist care-—Medical care is provided in 
the hospitals, and specialists’ care may also be given outside the hos- 
pital. Usually services of specialists are provided when the patient is 
referred by his attending physician. 

Rehabilitation services—A major emphasis of the United Mine 
Workers’ medical program is the provision of highly specialized re- 
habilitation measures for paraplegics and otherwise severely handi- 
capped miners and their dependents. The fund program of physical 
restoration is integrated with the vocational rehabilitation services 
provided by Federal and State vocational rehabilitation agencies. 
Severely handicapped beneficiaries requiring special treatment, which 
is often prolonged and difficult, are transported for long distances by 
ambulance, train, and airplane. Among the facilities used in provid- 
ing services to these severely disabled beneficiaries are the Kessler In- 
stitute for Rehabilitation, West Orange, N. J.; The Institute of 
Physical Medicine and Rehabilitation, New York University-Bellevue 
Medical Center, New York City; The Kabat-Kaiser Institute, Vallejo 
and Santa Monica, Calif.; and the George Washington University 
Hospital, Washington, D. C. 

Followup care, prescribed by physicians at the special centers, is 
given at the home and physician’s office to severely handicapped per- 
sons for as long as necessary. 

Other services—Certain expensive drugs required for long-con- 
tinued periods of treatment are provided nonhospitalized beneficiaries. 

Physical examinations are made in connection with applications for. 
prescribed cash benefits. 

Services not provided.—Those services not provided are: general 
medical care in the home and office except as noted above; services 
which the patient may be entitled to receive from an agency of the 
government, such as treatment for tuberculosis or mental disease in a 
State or county hospital, or from a private organization, as in the 
case of tuberculosis, infantile paralysis, and cancer; services for which 
the employer or others are legally responsible, such as medical serv- 
ice in compensation cases; tonsil and adenoid removal, and dentistry. 


FAciniries 

Where the local facilities are adequate, and satisfactory arrange- 
ments can be made, the local hospitals are used; otherwise, patients 
may be transported to the nearest acceptable hospitals. Representa- 
tives of the area medical offices are responsible for visiting the hos- 
pitals and arranging with them individually for services and terms. 
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Only those hospitals with which arrangements have been made may 
be used by the beneficiaries, although exceptions are made in 
emergencies. 

Because the hospitals in certain mining areas were so inadequate, 
the fund found it necessary to construct its own hospitals. The 
Memorial Hospital Associations of Kentucky, Virginia, and West Vir- 
ginia have been organized on a nonprofit basis in accordance with the 
laws of their respective States. ‘These associations are responsible for 
constructing, equipping, and operating 10 new hospitals having from 
50 to 200 beds with a total capacity of slightly over 1,000. Money for 
the hospital projects is provided by the United Mine Workers Welfare 
and Retirement Fund. Plans for the hospitals have already been 
drawn, and several of the hospitals are under construction. The hos- 
pitals will be located in Harlan, Pikeville, Hazard, Middlesboro, 
Whitesburg, and Wheelwright, Ky.; in Wise, Va.; and in Beckley, 
Logan, and Williamson, W. Va. 


STAFF 


Administrative staff—Each of the 10 area medical offices is in 
charge of a physician who is an experienced medical care administra- 
tor. Under him are an administrative officer, a public health nurse, 
and additional personnel engaged in administrative and clerical work. 

The medical headquarters of the fund in Washington consist of 
28 persons including the executive medical officer and two assistant 
physicians, a dental consultant who works with official health agen- 
cies toward the extension of dental services to mining areas, an ad- 
ministrative officer, a hospital consultant, and a rehabilitation 
consultant. 

Professional staff—In addition to the area medical administrators 
and the public health nurse, each area office employs 1 or 2 con- 
sultants in rehabilitation. No practicing physicians are on the pay- 
roll of the fund. Any physician who is selected by a beneficiary and 
who desires to participate in the program may do so. Since the start 
of the medical program, about 8,000 physicians have received payment 
from the fund for services rendered to beneficiaries. A physician 
may receive payment from the fund for services if he meets the follow- 
ing conditions: ; 

1. He must be in good professional repute. 

2. He must indicate his desire or willingness to provide treatment 
to fund beneficiaries at a charge that is reasonable for the type of 
patients treated under existing conditions. 

8. He must abide by the regulations of the fund in regard to the 
submission of clinical records and data required for payment of 
services rendered. 
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UTILIZATION ~ 

During the 12-month period ending June 30, 1952, hospital and 
medical care was provided to 215,372 persons representing nearly 15 
percent of all persons eligible for services. The patients received 
2,154,882 days of hospitalization, about 10 days per case. Obstetrical 
cases accounted for about 12 percent of all hospitalizations, which 
number approximately 4,400 per week. Additional figures are not 
available; the fund is not releasing detailed data at this time, but 
data are continually being compiled and analyzed and are currently 
available for guidance in the administration of the program. 


ADMINISTRATION 


All decisions as to benefits are made by the fund trustees. Benefits 
are subject to termination and revision at the discretion of the trustees, 

The program is administered through 10 area offices, each responsi- 
ble for the activities within a specified area. The physicians in charge 
of the area offices work under the general direction and supervision of 
the executive medical officer of the fund at the Washington head- 
quarters office. The area medical administrators make all administra- 
tive and operating decisions except those establishing broad general 
policy. 
RecorDs AND RESEARCH 


Physicians are required to submit clinical records of all cases han- 
dled. These records are primarily for the purpose of authorizing 
payments and are kept to a minimum. 


OTHER HEALTH AND WELFARE BENEFITS 


Retirement.—Monthly payments of $100 are made. These are in 
addition to amounts received from old-age and survivors insurance, 
As of June 30, 1952, 45,339 retired miners were receiving pensions. 

Total disability payments.—Up to $30 a month is paid for totally 
disabled miners (including those undergoing rehabilitation) plus $10 
per month for wives and each dependent child. Any other income is 
deducted from the maximum allowed. As of June 30, 1952, 18,130 
disabled miners were receiving these benefits; 76.5 percent of them 
were receiving the maximum amount allowed. 

Disaster benefits —Authorized in February 1952, these benefits are 
payable to families of miners killed or severely injured in mine 
disasters. At the end of June 1952, about $70,000 had been paid to 
611 beneficiaries. 
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Appendix 1.—Workmen’s compensation coverage of occupational diseases, by 
State and type of coverage, Jan. 1, 1952 





Schedule coverage 


Full coverage aa No coverage 
ryt umber 0. 
Jurisdiction Aiseases4 
Alaska. ata, Soc eee eweannwecuniass (2) Kansas. 
Arkansas. ATIZON Gebers ee ieee eum aese 36 | Mississippi. 
California. Colorado! eee ee eee 24 | Oklahoma. 
Connecticut. (SCC) Ge le ee ei a eS eee Sree ee eee 14 | Wyoming. 
Delaware. PANO oe ioe een en ee eee eee jl 
District of Columbia. TOW S88 ice ee eee on tee eet ences 16 
Florida. | SCS a ie eo (8) 
Hawaii. Mouisianas se sia eee ee a ed 6 
Illinois. ING Ft tact oh che re pn eect eS 14 
Indiana. MOM CSN Rec ee cen eee eee eee nents (4) 
Maryland. New. Hampshite: 225-22 s2ce2cccsseeecesees (5) 
Massachusetts. ING We MGxiGO2s2 222 2. ee a Fo em 31 
Michigan. North Carolinas Ur ss) Ee _ 1 ee 25 
Minnesota. Pennsylvania 2... ee es 13 
Missouri. IPWOLLOsRICOs-- = Sao ee a eee sous uceee 17 
Nebraska. SOE Da KOtA 8 = oy ee ee es ee 25 
Nevada. (Renn esseess bt on La eet Ee Be ah ee soe 69 
New Jersey. UGX AGE sess = Se a ek Rae xe Sac SE 45 
New York. IWELIMOM Gta etek, setooee: Boncesics 
North Dakota. 
Ohio. 
Oregon. 
Rhode Island: 
South Carolina. 
Utah. 
Virginia. 
Washington. 
West Virginia. 
Wisconsin. 


United States: 
Civil Employees. 
Longshoremen’s Act. 


1In some States, the number of diseases refers to ‘‘groups of diseases.”’ 

2 Covers pneumoconiosis, including silicosis, anthraco-tuberculosis, aluminosis, and other specified dust 
diseases. 

3 Covers cnly injury or death by gas or smoke in mines and poisonous gas in any occupation. Voluntary 
as to silicosis. 

4 Separate act provides for payment of $50 a month from public funds to persons totaley disabled from sili- 
cosis, if they have been State residents for 10 years. 

5 Covers silicosis and other pulmonary diseases, anthrax, lead poisoning, dermatitis venenata, and diseases 
due to the inhalation of poisonous gases or fumes. 

6 Full coverage permissible. 


Source: Greene, Bruce A.: State workmen’s Compensation Legislation in 1951. Monthly Labor Review 
74:2 (January) 1952 and supplemental information. 


225 


Appendix 2.—Labor union membership, United States, selected years, 


1900-1950 

: Total union member- Total union member- 

Year: ship (thousands) Year: ship (thousands) 
POOF = nee 2 eee ee eee 791 AAG ee eee 14, 974 
POTOC eS eo eee ee 2, 116 ft OA ne tt Soe 15, 414 
1920. 29S. eee 5, 034 19048 222 Ss Ss ae 14, 000—16, 000 
OSOs G9 cies yee eee 3, 632 PO4Or oho Sy ese SE 14, 000-16, 000 
i ae a Lee. Sees 8, 944 L950: ris. utew 14, 000-16, 000 
HON 5 fog 5) iy i Oa 14, 796 


Sources: U. S. Department of Commerce, Bureau of the Census: Historical Statistics of the United States, 
1789-1945, series 218-223. Washington, U. S. Government Printing Office, 1949, p. 72; and Bureau of the 
Census: Statistical Abstract of the United States, 1951. Washington, U. 8. Government Printing Office, 
1951, p. 205. 


Appendix 3.—Percentage distribution of United States labor force, by 
occupational group, selected years, 1910-50 





Occupational group 1910 1920 1930 1940 1950 

MOtalets BB 2 ge ah eee 2 EAE LG. ee ee 100.0 | 100.0; 100.0} 100.0 100.0 
Proféssionalspersons: (Ui s2o. scene see ecece ee eee eee ae 4,4 5.0 6.1 Gao 7.5 
ProprictorsmawacersmOmicialse. see esses ee ee ee eee eee 23.0 22.3 19.9 17.8 16.3 
Farmers (owners and tenants).......-.-------------------- 16.5 15.5 12. 4 10.1 1.5 
TENCE Dis ARMONSM: oo. ee oe ee oe oe ae ee See 6.5 6.8 Lae WG 8.8 
Clenksjandgkindredkworkers:2.-.-.. 5... 2. -s.c-saccceeesche eons 10.2 13.8 16.3 17.2 20. 2 
Skilled workers‘and foremen2 2. .-:....- 22-250 e oe eee pales 138.5 12.9 Me 7/ 13.8 
Semiskilled Workers: fase =. Fes. co cee ae eee ae 14.7 16.1 16. 4 21.0 22. 4 
Wnskilled*workers:. 26S 29h en ee 36.0 29. 4 28. 4 25.9 19.8 
Han ADOLCRS G3 .o ee mee os ks re eee 14.5 9.4 8.6 (ei 4.6 
Haborers; except farms). Sob Se Be ee a ee 14.7 14.6 12.9 10.7 7.8 
Senvice workers tite ee Se Se ee Ce ee 6.8 5.4 6.9 8.0 7.4 


Source: U. S. Department of Labor, Bureau of Labor Statistics: Selected Facts on Employment and Eco- 
nomic Status of Older Men and Women, Washington, U.S. Government Printing Office, 1952, p. 11. 


Appendix 4.—National and international unions, United States, by affiliation 
and size of membership, January 1952 ! 


All unions Number affiliated with— 


Number of members 
Number |} Percent | AFL CIO pendent 


MMOUA jc 2282 Soke Se osetia 215 100. 0 109 33 73 
Winders 000s 282 he ee os a eed 23 10.7 TO | ete 13 
1,000 and"under 50002 22..22 222228 b 2S 2 iaaee ees 31 14.4 13I 1 19 
5,000 and under 10,000_---__ oes See ee aes 23 10.7 6 4 13 
10;000vand®under725 000 2s Sentenccc cc ee tee 31 14. 4 19 4 8 
25;000'and under 50/000... .-.. 22. =. -2-eeeenes pooner 32 14.9 20 5 Uf 
50, 000jand sun Geri 00,000: <n. esse ce areeeet ese 36 16.8 18 10 8 
100000 and under 200,000... 2.2 2s ccc eccctecscccee 17 7.9 12 3 2 
200; 000\and underi300: 000 sate s2- ses essceseie eee ee ai 3.3 ia eee ee 2 
300000 and under 4000005 = 222. -. 2a. cso ese ecceeseeees 7 3.3 3 Ziixs ita of 2s 
400;000 and ander 500,000. 22222-2232 Sk os cc Se cee 1 5 1 I eee etree ese ye en 
§00;000/and under 1,000;000_..---_----.....2.---...--= 4 ded Suet eo 1 
4,000,000 and under 1,200,000:22<.5. 2222 2. - 252-2. --2e 3 1.4 1 Blesseon eee 


1 Includes at least 2 unions known by the Bureau to have been organized late in 1952. Although exact 
membership data are not available for al! unions listed in this Directory, sufficient information is available 
to place all the unions within the groups in this table. 


Source: U. 8S. Department of Labor, Bureau of Labor Statistics: Directory of Labor Unions in the United 
States 1958, (Bulletin No. 1127), Washington, U. 8S. Government Printing Office, 1953. p. 4. 
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Appendix 5.—National and international unions, United States, by affiliation 
and number of locals, January 1952 ! 





All unions Number affiliated with— 
Number of locals 9 
nde- 
Number | Percent | AFL 2 CIO pendent 

NOS HGS Let pote ok SS eee: ued USE Ee eee ein ee 212 100. 0 109 33 70 
UTS GIES CE ane ape eeepc pe TEN ol Oe ee Se 28 13. 2 8 2 18 
Osan Gander Diesels seen ae eee el awe oe a eeeeeses 22 10. 4 Desa wore 17 
FAN TIVE ETS: 21> OU ke Se Cn Se ee ee 20 9.4 4 6 10 
EAM CSEERIEE OO en ae na eee. kes LL Bee 33 15.6 18 5 10 
TOMANGeanNGder 20042. = ose en eS eee ecace sass 26 12.3 17 5 
OOM ananunNden S00 2. = Oe dee a en ee 18 8.5 ll Greil ees ye wee 
SOU an Gainer AQQLe sa oe woes ee See 16 7.5 11 3 2 
AQAA ENGET OU0 eee oo pease ce cone we webeme en 6 2.8 16 ie ey ata pa = 1 
BOON Cui dem GOES ee tee 6 ee sepa: So fe Oro 5 1 1 
GOOTam tO nC ers Ore ee oe ee ea as eae cease 3 1.4 Pog = es ie pe | a oF 
ZOOINCEINGEer S00 ene keene 5 a oe 3 1.4 1 1 1 
SUOIANGRUNGer O00 ee es os ee ae oe Ee 8 3.8 ii pea ha neaaeca ese al 
SOO ANGUM Cer W002 ne san Sot Soot eee eke ese o se sesee 5 2.4 Fo 2 Sb eae pe 2, 
OCvandwuander I 50024 2222 ot eh soso eases 8 3.8 5 1 2 
OH REL CRRENNOT 2 CN ont nt a een mrincmaectenses 3 1.4 rates on mit Aca taersets 
2 OOOTAMEO VERS ace * oie ee ee ee ts RSE 6 2.8 3 1 Z 





1 Although the exact number of locals is not available for all unions listed in this directory, sufficient 
information is available to place all but 3 independent unions within the indicated groups in this table. 
1 of these independent unions was organized late in 1952. 

2 Includes 1 union organized late in 1952. 

3 Includes those unions which reported having no locals. 


Source: U. 8S. Department of Labor, Bureau of Labor Statistics: Directory of Labor Se in the United 
States, 1958 (Bulletin No. 1127), Washington, U.S. Government Printing Office, 1953, p. 4. 


Appendix 6.—Distribution of reporting units with wages taxable under the 
old-age and survivors insurance program and of the estimated number of 
workers employed therein, by size of industry, March 1948 








Reporting units ! Workers 2 
Size of class (number of employees) MWaniher Nimbae 
(in thou- Percent (in thou- Percent 
sand) sands) 
POND DO (fie eee Sa ot eaten Ibs 2, 734. 2 100. 00 35, 805 100. 00 
TC ORA meer Se Sern a ee ats Se. ts PSs ke ture Eo 2, 637. 9 96. 48 14, 219 39. 71 
DUO ZO oe Ne Seo ee ee ee ne een eee 88. 9 3. 25 11, 085 30. 96 
SU) WO DOO) See eee 4.4 . 16 3, 012 8. 41 
ON Me ONC pn se ees heehee 3.0 Pe 7, 489 20. 91 


1 A reporting unit is an establishment or a group of establishments of the same firm engaged i in the same 
activity and located in the same area, generally the same county. Size of reporting unit is measured by 
the number of persons employed in the unit during the pay period ending nearest middle of March 1948. 

2 Represents estimated employment during pay period ending nearest middle of March 1948 for employers 
who reported taxable wages under the OASI program for January-March 1948. 


Source: Klem, Margaret C., McKiever, Margaret F., and Lear, Walter J., M. D.: Industrial Health and 
Medical Programs CP. i. 8. Publication ‘No. 15). Washington, U. S. Government Printing Office, 1950, 


p. 38. 
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Appendix 7.—Distribution of estimated employment in reporting units with 
wages taxable under the old-age and survivors insurance program, by 
industry and size of unit, March 1948 ! 


[Number in thousands] 





Employment in reporting units of specified size ? 





Type of industry 








All 1, 000 
manic 1-19 20-49 50-99: | 100-499 | 500-999 | 
over 

WOtal, oo otcs testes a eee 35, 805 9, 725 4, 493 3, 466 7, 619 3,012 | 3% 7, 489 
Agriculture, forestry, and fishing_--._- 70 47 12 6 6 0 0 
Anni ty ee ce ee 28 Se ee eee 955 123 100 95 295 162 181 
Contract construction......-.--.____-- 2, 030 862 367 251 381 98 72 
WMamulactwrine SS. cneencscetoeceee'e 15, 198 1, 152 1, 275 1, 360 4, 182 1, 921 5, 308 
PublWe utilities. 22. #222 2 soe ee 2,617 392 265 236 577 260 886 
Wholesale;trade as oS ee 2, 800 1, 069 618 402 510 104 96 
CCA HAG 6s ee oe 6, 722 3, 424 1, 009 562 791 266 671 
Finance, insurance, and real estate._._| 1,741 |. 672 252 174 354 100 189 
Service industries____....-..----__.-___ 3, 527 1, 859 584 375 521 102 85 
Not elsewhere classified_......._.____- 27. 20 3 1 3 (4) 0 
in classiiicd re en sos ee 117 103 9 5 (4) 0 0 

[Percent distribution] 

Rota lcs Ree en ee ae eee 100 27.2 12.5 9.7 21.3 8.4 3 20.9 
Agriculture, forestry, and fishing...._- 100 66. 2 16.9 8.5 8.5 0 0 
VGN Os se Bee e o SSS Shae 100 12.9 10. 5 9.9 30. 9 17.0 19.0 
Contract construction_.......-.---_--- 100 42.4 18.1 12. 4 18.8 4.8 3. 5 
Namulactumimie: acco. cote ceases 100 7.6 8.4 8.9 27.5 12.6 34.9 
Publicutilities. 2-2 ee eee eee 100 15.0 10.1 9.0 22.1 9.9 33.9 
Wholesale trade_.....--..------------- 100 38. 2 22.1 14. 4 18. 2 3.7 3.4 
Reta trade so-so eee 100 50.9 15.0 8. 4 11.8 4.0 10.0 
Finance, insurance, and real estate_-__- 100 38. 6 14.5 10.0 20.3 ye 10.9 
Service industries___..........-----__- 100 52.7 16.6 10.6 14.8 2.9 2.4 
Not elsewhere classified__.........._-- 100 74.1 11.1 3.7 11.1 (4) 0 
RW Me assticws.2oc- te eee cae ee 100 88. 0 7.7 4.3 (4) 0 0 





1 Represents estimated employment during pay period ending nearest middle of March 1948 for employers 
who reported taxable wages under the OASI program for January-March 1948. 

2 A reporting unit is an establishment or a group of establishments of the same firm engaged in the same 
activity and located in the same area, generally the same county. Size of reporting unit is measured by 
the number of persons employed in the unit during the pay period ending nearest middle of March 1948, 

3 Includes 1,161,488 persons in 74 units, each employing 10,000 or more persons. 

4 Less than 1 000 persons. 


Source: Klem, Margaret C., McKiever, Margaret F., and Lear, Walter J., M. D.: Industrial Health and 
9 ie Programs (P. H. S. Publication No. 15), Washington, U.S. Government Printing Office, 1950, 
p. e 
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Appendix 8.—Estimated number of persons eligible for hospital, surgical, and 
ee a through voluntary programs, by State and type of benefit, Dec. 
31,1 




































































































































































































































































[In thousands] 
Hos- | Sur- | Medi- Hos- | Sur- | Medi- 
State pital | gical cal State pital | gical | cal 
United States, total_-.|91, 667 |73,161 | 35,797 || West Virginia_..........-._- 1, 256 ; 1,127 884 
== North Carolina....-....--.- 1,625 | 1, 516 213 
New England, total_._| 6,594 | 5,008 | 3,408 || South Carolina......_--___- 879 730 198 
———_|_—_—— |] Georgia__._...........-..._. 1, 205 924 252 
114 S51 A I Ee 509 273 PSA OMAR: aoe one case eee eS 1,078 824 544 
New Hampshire. -.-......---- 309 272 156 
WMermonts =<. 224.28 52.222 258 212 107 East South Central, 
Massachusetts........------ 3,188 | 2,512 | 1,789 UAB: 22 Soa See 3, 887 | 2,994 | 1,574 
Rhade Islands<...5.-.....:- 655 503 381 
Connecticut. 2-2. <2.c-25~5 1, 675 | 1, 236 S43) |likentueky =... -oscessc scone = 1, 080 767 484 
MR@NMOSSCOS mo sas2 5S 2oe2 5S 1, 301: 935 234 
Middle Atlantic, total_|22,399 |15,882 | 8,011 || Alabama___..........----._- 993 890 560 
Mississtppt_2-- 325.0222. =2 513 402 296 
INOW VOPR. Jo 2e2. 3550525242 11, 296 | 8,505 | 3,958 
IN@w Jersey -.-.---<ces54--- 3, 136 | 2,265 | 1,508 West South Central, 
Pennsylvania.........-..--- 4,967 || 6,112} 2.550 NOlaIE ssa s cee sss set 6,123 | 5,772 | 2,761 
East North Central, Arkansas i. oo 2eus oes 450 376 119 
totale esse. 0.586 23,687-|19, OGL) 7,444: ||; ouistang..- =. 5-5 25222525. 828 691 420 
Oklahoma. ..._.- Scam aee es 1,045 | 1,008 479 
Oa 6, 611 | 4,358 1065 a ilhexass. sa eee Sa as 3, 800 | 3, 697 1, 743 
(ih ee aaa 2,638 | 2,460 877 
SMO ISS eee eee ee ee 6, 831 | 5, 162 1, 968 Mountain, total__.-._- 2, 599 | 2,145 1, 162 
Michigan. 22-222 2.2.22 202 5,111 | 4,773 2, 215 
SCONE 2 eon Se 2,496 | 2,308 O99 Momtand.2.. 2-52.55. 2-2-5" 5 357 269 150 
J IGIE CVO eaqaley Semis Spall Saree aes 270 190 100 
West North Central, Wyoming =o. ee 173 141 95 
COU a see soo 5 he 8.430 13658807) 3,893 || Colorado: 222. -- 22 = 854 697 491 
. New Mexico 2 22-2 o ak 231 231 111 
Minnesota. so--5-.<55-5-5-< ZOSor lal, S90) [oka ||| ATIZONS = sone ee ee eo ak 337 285 79 
LOR ee ee nee seed 1,317 | 1,086 HSOE || Witahss a esse econ asee eee 319 274 114 
MASSOUD o~o2s-esceerrenssess 2, 538. | 1, 950 ZO Ill INOW A Ca nee = arom Seer re 58 58 22 
North Dakota: -....-32552-2 267 204 99 
South: Dakota... ..s-.5.3=- 257 251 53 Pacific, total. -.22..-- 7,825 | 7,360 | 4,488 
LT 6 apie eae epee 798 776 295 
CATS AS eee me er ar 871 718 457ai Washinetom....ss<.<.-<<.-5 1,329 | 1, 232 916 
Oregons 2c cet ace oe soca 761 732 525 
South Atlantic, total..| 9,992 | 7,941 | 3,287 || California_............_._--- 5, 735 | 5,396 | 3,047 
lQGER IC a 229 212 204 Territories, total_..._- 130 118 99 
Mercian ...........-------- 1,344 | 689 210 
District of Columbia____---- 838 623 DSi) AV SS Keven Me 5. od ee oe 8 4 3 
Whit hs See ee es 1, 5388 | 1,296 G30. -blawall= ace ueoe sce 122 114 96 


Source: Health Insurance Council, survey committee: Accident and Health Coverage in the United pe 
New York, The Council, 1953. (In press.) 
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Appendix 9.—Estimated number of persons eligible for specific health and. 
disability benefits through voluntary programs, by type of program, United 
States, Dec. 31, 1952 * 





Number of persons eligible for 
medical and hospital benefits (in 








Type of program thousands) 
Hospital Surgical Medical] 
otal CoVverate = 22222 Sse nee ees seek eee ee eee ee 100, 548 81, 384 38, 746 
Deduction for estimated duplication... --6-..-.--leepeo=<seenn-= 8, 881 8, 223 2, 949 
Eistimated.total persoms eHeibic__--- a e e naa ee eae _ 91, 667 73, 161 35, 797 
Group insurances, ‘total... 22... ssenSeee ce eee ee ee 29, 455 29, 621 10, 157 
RUDSCHIPERS Seo oa on ba SUR Le SEES te ae ee eee eees one eee 12, 982 13, 639 5, 388 
DG NOMGCNtSet-s.o4n<nensaccotecet tenet ease eee eet eee eee 16, 473 15, 982 4,769 
Tndividtial insurance, total .2..2 2.5 ce-ucancodeseentee eer noe 22, 254 19, 196 5, 118 
Gubseribérs. 2 coc ee. Se ee 10, 090 7,710 2, 411 
LOSS Sc SN a 2 IE AE GE 7 EIR Ferg pens 12, 164 11, 486 2, 707 
Blue Cross plans and plans sponsored by medical societies - --- 43, 475 27, 773 i 18, 321 
Subscribers.....----------------- Luatteche ORD 2 SBOE oi) 18, 237 11, 733 7, 832 
PePeNnQOMGS a) Paes ae ewe meee case ea senck cose shee comeee nee oe 25, 238 16, 040 10, 489 
Independent plans, total......-.------------------------------ 5, 364 4,704 | 8, 160 
Pcuistilale 222 SS ae ee ees 3, 630 3, 450 3, 246 
Community. 4.225.525. Sh cet cae a a oe ee cae esos ese sats eee 617 316 303 
Wonsum eres oe eee ee eae ee ee eee eee 312 308 281 
Riva cer erOuOiCleICS® on ons: ce eee te come ee ae ae eee reer 405 420 420 
Pmiversity health plans... 52 = SA te Tote eat a ee on ee 400 300 900 
Number of persons eligible for dis- 
ability benefits (in thousands) 
MOA Coverage... o 8 a Se ae Se ee ree 40, 664 
Deduction forestimated @duplicatioma s 322s ee a eee 2, 587 
Estimated total:nersons insured. o_o eee ee 38, 077 
Grouprinsuran Ces 22 See Peers cate beeen een se eee eee eee 17, 627 
inGividual:insurance: A ees oe ao ee ee ee eee eae eee 12, 937 
Paid sick leave: 
inn private ING UStRy <2. 2< tna aban ~caedesteasnmeesceeenaetenen 3, 600 
In. Clvilign @overmiment SOrViCe. 5c - sato cede aa es eons enemas 4, 600 
Employee mutual benefit associations.-..._...._-------------------- 900 
Union plans and other employer-employee methods_--..------------ 1, 000 





1 Since the purpose of this survey is to measure the extent and growth of coverage under employer- 
employee and other voluntary programs, individuals covered solely by Government insurance under com- 
pulsory plans have not been included in the total number of persons protected against loss of income due to 
disability. Also omitted from the survey are the following types of protection: Workmen’s compensation 
providing protection to the majority of wage earners against occupational accidents and diseases; total and 
permanent disability benefits included in many life insurance policies; commercial accident policies pro- 
viding disability indemnity and other benefits in event of accidental injuries; group accidental death and 
dismemberment insurance; commercial accident policies covering travel hazard; complete medical care for 
persons in the Armed Forces; complete medical care for persons in public institutions; medical care and 
disability pensions available under certain conditions to war veterans; protection under automobile and 
all other types of personal injury liability policies; and medical payment provisions under many automobile, 
residence liability, and other types of liability policies. 


Source: The Survey Committee of the Health Insurance Council: A Survey of Accident and Health 
Coverage in the United States. New York, The Council, 1953. (In press.) 
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Appendix 10.—Workers covered by employee-benefit plans under collective- 
bargaining agreements, by type of benefit and union affiliation, mid-1950 ' 


Major union affiliation 





Total covered 
AFL CIO : Unaffiliated 








Type of plan 
Work- Work- Work- Work- 
ers Per- ers Per- ers Per- ers Per- 
(thou- cent (thou- cent (thou- cent (thou- cent 
sands) sands) (sands) sands) 
ANG y 2) 7, 652 100. 0 2, 683 100. 0 3, 631 100. 0 1, 338 100. 0 
Health and welfare? and 
pension combined-_-_.__..-- 4, 599 60. 1 884. 32.9 2, 830 78.0 885 66. 1 
Health and welfare_________- 2, 529 33.1 1, 364 50. 9 749 20. 6 416 Sie L 
Pension or retirement_______ 524 6.8 435 16. 2 52 1.4 37 2.8 


1 Data based on information for 71 AFL unions, 29 CIO unions, and 31 unaffiliated unions. Also includes 
scattered AFL Federal labor unions and CIO local industrial unions and unaffiliated unions confined to a 
single plant or establishment. 

2 Includes 1 or more of the following types of benefits: life insurance or death; accidental death and dis- 
memberment; accident and sickness (but not sick leave or workmen’s compensation); cash or services 
covering hospital, surgical, maternity, and medical care. 


Source: U. S. Department of Labor, Bureau of Labor Statistics: Hmployee Benefit plans Under Collective 
Bargaining, Mid-1950 (Bulletin No. 1017). Washington, U. S. Government Printing Office, 1951. 7 pp. 


Appendix 11.—Distribution of 9,000 labor-management agreements and 
workers covered, by size of agreement coverage, 1950 


Agreements with 
employment data Workers covered 


Agreement coverage available 


Number | Percent | Number | Percent 





“TNO: Sot Re oes SO Re er A, eo 9, 157 100.0 | 7,180, 000 100. 0 
IBtOReaWVOUKONGie sneer at owe EL asce tcc seceeaaaceseeee W202 13.9 15, 000 5% 
HE OD €D GOH ae ee ae ee eee coe ee eee eee 966 10.5 34, 000 aD 
OREO LOORWOGK CS ama ine a 2 eee ats OMe soe e ce eek wa toes eel 14.5 92, 000 1.3 
TOUR OBLOGRW/OLRCISa sano SNe eman ey Sasa Goa seeeee Scot aees 1, 611 17.6 223, 000 Bh dl 
OORLORASORWIOG MOE GM: 22 eta eee case oe ones 901 9.8 214, 000 3.0 
SUOMOS99 WOrKels. ......ccceccceesd her es ce eee oa eS 617 6.7 204, 000 2.8 
SOU WD 480 WOH TREE eee ee ee ee ae eee 417 4.6 179, 000 2.5 
BOOMOLS DORWOLK CLONE Mem ae conn Seo enem a sees he sees coe seca le 973 10.6 651, 000 9. 1° 
1,000 to 1,999 workers_______---- ee eyes a ee ee ae 575 6.3 770, 000 10. 7 
ROUU LORE NOS OAWORKCISE eects ose ices ce ecb omen ced 166 1.8 389, 000 5.4 
SIOUOREOLtO0 ORWiOEKCLSies at Sone ao seen ews anc se Se aoeseacane sae 101 ill 331, 000 4.6 
A OOO RUORS OS OO RWiOLKCl Steno 2 coccteeasceeenoscucacacctoweseuescs 51 .6 248, 000 3. 5 
ADO RLONO OOO MWiOU MORSE ee ie Noe oa Stole ee co eeseeeeeseees 85 9 595, 000 8.3 
HC OOORU OMG: SOO WORKGIS: = 22s. oases ec oes conse cle 55 6 800, 000 11.1 
2) OOHEON4 909! WOLKCTS.2 = 2222 a Ss cee ccccncecee es 25 3 942, 000 toa 
PA OOOREONGG G09 WOCKCIS = cas ace oe eo oak Cosa e sen eceuceese 6 1 474, 000 6.6 
LOOK OR Gr Owielhe eet ee sae ne a ee ee Aes SS ime oe 5 1] 1,019, 000 14. 2 


Source: Bortz, Nelson M. and Moros, Alexander: Characteristics of 12,000 Labor-Management Contracts, 
Monthly Labor Review, 73:34 (July) 1951. 
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Appendix 12.—W orkers eligible for health and welfare benefits under collective 
bargaining agreements, by major industry group and method of financing 
benefits, mid-1950 * 


Health and welfare benefits 3 


Workers 
eligible 
Be Distribution of workers by method of 
Industry group financing benefits 
welfare Workers 
benefits ligibl 
and fon hfe ze Employer| Jointly | Undeter- 
pensions Total only Anno’ | aaeen 
Bi <i ee ee et ee a 27, 652 7, 128 100. 0 54.6 36.5 8.9 
Wood: and toneeee... <6 - docs dscceccescc teens 205 195 100. 0 74.9 21.0 4.1 
Textile, apparel, and leather__............ 1, 401 1, 401 100. 0 90. 5 2.6 6.9 
Lumber and furniture__......---..--..--- 102 102 100.0 81.4 14.7 3.9 
Paper and allied products_.............._- 191 158 100. 0 23. 4 U2ae 4.4 
Printing and publishing. _..-.-...--.2_..- 63 63 100. 0 84.8 14.3 (4) 
Petroleum, chemicals, and rubber----_---- 460 430 100. 0 20.9 13.0 5.8 
Metal products. 2.222. 282222 Ee 2, 481 2, 324 100. 0 15.1 W222 12,7 
Stone; clay, and. glass-220.22 128 124 100.0 31.5 68. 2 (4) 
Mininevand quarrying =...-=-----2.2os25205 492 492 100. 0 96.3 3.1 (4) 
Transportation, communications and 
other public:utilities §. ¢. 225.23 2 2le le 1, 389 1, 248 100. 0 70. 5 16.9 12.6 
Trade, finance, insurance, and services-..- 299 294 100. 0 81.0 11.2 7.8 
Wnelassified. au. 2-<- wc ee Sao Se 441 297 100. 0 77.8 15.8 6.4 


1 Data based on information for 71 AFL unions, 29 CIO unions and 31 unaffiliated unions. Also includes 
scattered AFL Federal labor unions and CIO local industrial unions and unaffiliated unions confined to a 
single plan or establishment. 

2 About 60 percent of these workers were eligible for health and welfare benefits and pensions, 33 percent 
for health and welfare benefits only, and 7 percent for pensions only. 

3 Includes 1 or more of the following types of benefits: life insurance or death; accidental death and dis- 
memberment; accident and sickness (but not sick leave or workmen’s compensation); cash or services cover- 
ing hospital, surgical, maternity, and medical care. 

4 Less than 1 percent. 

5 Excludes railroads. 


Source: U. 8. Department of Labor, Bureau of Labor Statistics: E’mployee-Benefit Plans Under Collective 
Bargaining, Mid-1950 (Bulletin No. 1017). Washington, U. S. Government Printing Office, 1951, pp. 2, 5. 
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Appendix 13.—Percent of plant workers in establishments with formal provi- 
sions for health insurance, by industry division, in 40 major labor markets, 


September 1951—May 1952 





Percent of plant workers 
employed in— 
All in- Manu- 





Area dustries ! | facturing Services 
Public |Wholesale} Retail 
utilities* trade trade 
NEW ENGLAND 
ES CERP OTN ek ee oa ee at 75.5 84.1 62. 4 69. 7 54,1 
PET elOn ee ee ae, ee ee GE5Ou I Soe oot ee 65. 5 41.0 32.9 19.0 
PoE OWAGGNCOe= tee a ok et a, ote Seah 6352 65. 7 69. 6 35.9 49, 4 41.0 
NWHORCESCOh Meter a er er eA ak 71.6 76. 0 76. 1 67.0 48.7 86. 5 
MIDDLE ATLANTIC 
Aibany-Schenectady-Troy_....---...-.--- 66. 1 Wao 61.6 45.3 32. 6 17.5 
Allentown-Bethlehem-Easton._.....__---- G2 82.3 21.1 33. 0 2 54.4 38. 0 
1 SAGE Mo ee se eG oe ee as 2 oe 66. 1 75. 6 55. 2 35. 4 40. 8 20. 1 
Newark-Jersey City_........__----.------- 73. 0 77.4 Uieat 56. 6 53. 5 28.3 
INTO Wa VAR Kae eee A ee 67.6 69. 9 75.4 50. 0 3 62.0 57.2 
Rniadelnii ater. 520 ee a 63. 9 76. 0 40. 2 28.6 59. 0 24. 4 
PULGGOUEO Mee 2 ek ee ee ee 79. 3 89, 4 (PED) 42.7 30. 3 54.3 
UOC OSt Ole et ae ee ee ea eae 44,4 48.7 67.0 35. 4 315.4 19. 5 
{SEP RES DLO 0 eo Ba co te as 65. 8 64.1} 82.0 29. 5 79. 6 36. 8 
PRTOMGOMe ee eterna nc, be 67. 5 74,9 We? 25.1 30. 2 26. 8 
SouTH 
LASTS T1T5 Capea et Ce 5 ee 57, 4 68. 1 63. 3 42.4 48, 3 33.5 
ESLGHIRIt Ohi ho eee eer eee ee a 48.8 57.5 60. 8 2500 31.4 5.6 
EL OUIS ORE nee Oe a ae ee eS 50. 3 66. 8 49.1 43.6 36. 8 15. 5 
MECKSOINUALOn ean ee i ead Ale2) 45.3 43.3 15.9 50. 3 37.0 
JM GES ONON CE Poe bre CE Ale le tO eet cee ear 46, 4 44,0 78.7 36. 1 50. 4 32. 4 
ING WaODlO AMS see at ee ote 31.0 46.0 20. 1 2255 24. 0 19.0 
INorfolk-Portsmouth:2...-..-2. 0. co an 8 58.3 72.0 53.1 39.6 55.9 7.9 
OklahomarGity-....520 5-3. soe ncacss oiler 48.2 24.2 42.8 19. 9 14.7 
RiGhIMOnCMe sees Ge ee 47.9 O2e2 §3. 8 2352 §2. 15. 5 
MIDDLE WEST 
COMED ip ace a ape oe et Ie 83. 1 89.9 89. 5 55. 2 64, 2 59.3 
@incinnatic- sta 2a ee ess 55.9 63. 3 7205 31.1 (4) 20.3 
WIC Vela eee re ee ot eee ene 70.1 81.8 40. 0 41.7 (4) 24.5 
CG chilanintiSore tte te ce te 74.1 89. 5 76. 5 47.1 44.1 30.1 
DYES: [hs 2 eee a See See ed 82.1 90. 6 74.8 63. 6 47.6 38. 1 
DREGE AIA OLS = ee Sete rer et es eet 78.5 87.6 83. 8 3535 74 4) 25. 9 
MATISASNO LGN oe ela Soe oe aes 65. 6 73.6 78. 5 42.0 51.4 48.3 
MOO CHES el LO een a el se ai 68. 9 81.3 50.3 49.3 48. 8 23. 4 
ISG REVETE TES Ayo Re EER, Becontree teres teh ee 75.9 85.4 54. 2 65. 4 41.7 53.5 
Minneapolis-St... Paul._..........-...-.-.—. 64. 0 71.9 65. 1 42.8 55.1 46.9 
SG mW OUISs eo ee cen see cst 79. 4 86. 3 96. 2 55. 7 (4) 5 33. 7 
Far WEST 
LDGTEMGI ESS 24 at Sy NE Sv Nak Air Beye ge Bilas 24.6 63. 0 38. 1 26. 8 17.1 
ISR ACTI SC ClO Gurtene ec Bea ee tas A rea a 70. 4 77.4 85.3 64. 0 8 57.2 731.9 
MOOR bee ee a ee eee oe see cee Liles Ss 67.7 56. 1 61.7 47.7 36. 6 
Solesuaket@ity.. 226 ee eee (XT 79. 4 (4244 71.6 71.0 56. 3 
San Francisco-Oakland..........-..._.__- 60. 5 64. 5 58.6 51.0 55, 1 58. 4 
BOXEb Ouse te a ea oe gee aaah 43.7 29.8 86. 5 54.0 46.1 36. 2 


1 Includes data for industries in addition to those shown separately. In most cases, the areas selected for 
study rank among the Nation’s largest metropolitan areas. The combined population of the 40 areas 
exceeded 52 million persons, three-fifths of the aggregate population of the Nation’s 168 metropolitan areas 
having a minimum population of 100,000 and a central city of at least 50,000 population. More than 10 
million workers were employed in the industries studied and 28 States were represented. With the exception 
of a few areas, mostly in the South, a majority of the workers were covered by collective bargaining agree- 
ments. The study does not indicate the extent to which the various benefits reported upon are a part of 
these agreements. 

2 Excludes data for department and limited-price variety stores. 

3 Excludes data for limited-price variety stores. 

4 Although data could not be shown separately for retail trade due to the omission of a number of depart- 
ment and limited-price variety stores, the remainder of retail trade is appropriately represented in the 
data for ‘‘all industries.”’ 

5 Excludes data for hotels. 

¢Excludes data for department stores. 

1@xcludes data for motion picture production; these data are included, however, in “‘all industries.” 

*Transportation (except railroads), communication, and other public utilities. 


' Note: Data include such types of insurance as accident and sickness, and medical and surgical care to 
wi the employer contributes toward the premium cost; exclude hospitalization insurance and paid. 
sick leave. 


Source: U. 8. Department of Labor, Bureau of Labor Statistics: Wages and Related Benefits, 40 Labor 
markets 1951-52 (Bulletin No. 1113). Washington, U. 8S. Government Printing Office, 1952, p. 57. 
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Appendix 14.—Percent of plant workers in establishments with formal provi- 
sions for hospitalization, by industry division, in 40 major labor markets, 


September 1951—May 1952 


Percent of plant workers 
employed in— 
All in- Manu- 





Area dustries ! | facturing Services 
Publie |Wholesale}| Retail 
utilities* trade trade 
NEw ENGLAND 
IBOStON 222 ace oe eee eee 58.3 Took 30. 4 40.9 34.5.0 42. 5 
ETAT ELON Cl. cam ets oan ee ee oe ee 67. 1 80. 3 50. 8 | 49,3 18.6 26. 6 
IPEOVIGENCC oh ae eR ae ee 68. 6 73.9 26.3 56. 9 52.8 47.4 
WiorceSt6r: eae5 <6 och et coos soo eee eee 61.9 70.3 34. 7 54. 4 21. 4 35. 2 
MIDDLE ATLANTIC 
Albany-Schenectady-Troy___.....-.------ 66. 1 79.7 25. 4 43.8 35. 1 18. 8 
Allentown-Bethlehem-Easton___.._______- 73. 5 79. 4 21.1 17.9 234.3 38. 4 
IB USO tet ee ee Se reer ea ee 61.6 (5 U DH Ps 36. 3 36. 7 Zon0 
Wewark-Jersey City ,o.22.------5-50c-n--2 62.3 67.0 42.0 41.9 58. 5 37.0 
INGW, WODK 6 cae Shcc8k co aceiewa aoe cee eee ~ 63.9 63. 5 46.7 53. 7 3 80. 4 62. 0 
Philadelonlasesesenct a ee ee ee 46. 6 59. 3 11.6 2a, if 36.0 16.9 
PALES DUTO Ne we os eee e eet ae eee ee 69. 6 84.0 23. 8 22.9 fetes Sia 
Rochester. -..-:-.-.-.. 2 ees Sa ee ae 28. 5 Sill, 40.8 20. 5 312.0 10.9 
SerantOn 2 sc28 s4os2 hee eos oe eck 59.8 59. 0 40. 5 22.8 81.8 59. 9 
PSPONCON S42 soso ce en te SEY OE 7 80. 5 b2e0 57. 4 37.9 42.4 
SoutTH 
A AntA= 5 2 Ses Sekt eee ee Or re a 65. 6 77.8 50. 9 60. 3 59. 6 45. 6 
laiinambaclayere Oa eee ae ese 57.0 Bet 29. 6 OAs. 7 28.9 13. 4 
ETOUSTO Mater cet ee ets iL eee S 59. 5 72.9 3357 64. 5 bbe 41.9 
gacksonvillevs< = 223 Boece atte ees 54.1 69. 7 27.6 33.9 50.9 UES 75 
Mem DhiS se assat ee en se ree ee 43.0 44.7 34. 5 49, 1 49, 6 18.8 
INGwi- Orleans jay. o = a2 tee ek eee 32.6 40.9 2125 43.1 29.7 21.8 
INoriolk=CorrtsMmoutness seo ee eS 59. 2 65. 4 55.6 45. 5 69. 5 10.8 
Okdohtomar Citys sot see eee aso 45.9 46.1 tl hoeef 43.7 41.0 56. 8 
FICHIN ON Cie, tape eee eee a a ose 29. 4 29. 4 51.0 30; 5 Palas: 20. 7 
MIDDLE WEST 
O@hicdeo!-2e Se a eee ee a a. UP, Ge 79. 4 45.1 02,5 63.3 59. 6 
@incinna il 22. ee ee ee See 51.6 63. 4 24.8 Sool (4) 20. 8 
Cleveland: . e622 55 = sree adres ence cue 47.3 Bile U 10, 2 27.8 (4) 9.8 
Colm buss e225. sok be eee ee ee 65. 2 83. 0 lis Vf 45.6 28. 7 31.0 
DOtROlG = Sam ee cos Bec cee see 78. 5 88. 1 64. 0 O2a2 43.3 32. 4 
indianapolis 4s .-2.2. seesa eee a 70. 6 81.0 54.9 56. 3 (4) 24.9 
Manas Clb sel Ss ban See beeen eee 55. 0 65.4 | - 56. 2 41.2 35: 7 49, 2 
A OUIS Vill er Se ee oe ee ee 65.8 78.2 38. 1 41,7 49.0 27.6 
IVISWAUIKCO:2- es ck ek eee ass 72.8 83.1 31.6 63. 4 (eri 52. 4 
WinnTICapOlS-SG. PAUl 2 2 ueoo 4 se eaeou eee 58.8 69.1 47,2 48. 5 48.1 35. 6 
StGleOUISGs oe Gees Ae ne Soc ee eee oe 64, 5 72, 4 58. 2 43. 9 (4) 5 26.3 
Far WEST 
Wonver:-f.2-20 2 2. 2b eee ee ee 25.8 26. 3 30.3 49.8 Pla Mees 
BOS SAMI OCLC GS! mae ee eee See eee 65.1 TA 52.9 60. 0 6 58.9 727.9 
Te ROG TU 2 Se ye seca ses Me aes ec ea eee 56. 9 70. 0 49.1 63. 5 54. 0 36. 6 
Salt WakerGitye 2. 2k ee eee aa 68, 2 SONoml - 150n6 68. 6 66. 2 56. 3 
San Francisco-Oakland___._-__...-_----__- 53.3 62.1 23e1 51.2 52. 4 64. 0 
SOattlOn 2 8on e ac ae ae eee ce eee 22.3 13.0 54.7 29.5 17. 4 26. 8 


1 Includes data for industries in addition to those shown separately. In most cases, the areas selected 
for study rank among the Nation’s largest metropolitan areas. The combined population of the 40 areas 
exceeded 52 million persons, three-fifths of the aggregate population of the Nation’s 168 metropolitan areas 
having a minimum population of 100,000 and a central city of at least 50,000 population. More than 10 
million workers were employed in the industries studied, and 28 States were represented. With the excep- 
tion of a few areas, mostly in the South, a majority of the workers were covered by collective bargaining 
agreements. The study does not indicate the extent to which the various benefits reported upon are a part 
of these agreements. 

2 Excludes data for department and limited-price variety stores. 

3 Excludes data for limited-price variety stores. 

4 Although data could not be shown separately for retail trade due to the omission of a number of depart- 
ment and limited-price variety stores, the remainder of retail trade is appropriately represented in the 
data for ‘‘all industries.” 

5’ Excludes data for hotels. 

6 Excludes data for department stores. 

? Excludes data for motion picture production; these data are included, however, in “‘all industries.” 

*Transportation (except railroads), communication, and other public utilities. 


Source: U. S. Department of Labor, Bureau of Labor Statistics: Wages and Related Benefits, 40 Labor 
Markets 1951-52. (Bulletin No. 1113). Washington, U. S. Government Printing Office, 1952, p. 58. 
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Appendix 15.—Percent of plant workers in establishments with formal provi- 
sions for paid sick leave after I year of service, by industry division, in 40 
major labor markets, September 1951—May 1952 . 


Percent of plant workers 
employed in— 
All in- Manu- 





Area dustries ! | facturing Services 
Public |Wholesale| Retail 
utilities* | trade trade 
NEW ENGLAND 
HS OS GO Leet ee ee eee es 8 8.6 1.5 28.8 29.3 God 14.3 
IER blond ner ee oe eR ee 6.8 1.5 1.0 17.6 34,1 9.1 
1 RARG)ASANG (GN GY G1 a oe a ave SS G22) oe 19.5 9.3 38. 0 11.6 
NWORCCSUOI ne see ha) ee een Orde cue aoe 3.5 7.5 25.1 12.3 
MIDDLE ATLANTIC 
Albany-Schenectady-Troy_-___.-----_--_-- Tot 4. Dulests Be pace 2 37.8 17.5 14.6 
Allentown-Bethlehem-Easton______.__-_-- Qik oll 36. 7 174 ve 217.3 8.4 
(Bunion Ofe seers oe Oe 1.5 2.1 29.3 24. 7 Pall, 94 ol 
Wewark-Jersey City 2.2.0 s. 5.2.05 7.9 5. 252, 12.8 34, 4 14.8 
ING enOR Keen ee cet Be ec 18.3 12.0 16.6 49:0 3 30.3 ives 
Iain Gelo nigean. aco ae te Rt 6.4 2.9 16. 5 | 9.2 11.4 11.9 
IEE ES bn nea en ee Bee (Sisal! oll 67. 2 5.8 Oe 6. 6 
VOOM ESCEDE = nae oa a. oa ee ae, 1.5 33.8 21.8 3 97.6 14.8 
SCRAMEO REM eee es 6.2 DS (O))a) pega = Pe | Pk See 34. 5 OPS if 
MINE ENEOM Ee t= ee aes = ee Be a 22 1 0 | (eee, <2 Sa 10. 2 SARC a | Fe ee 
SouTH 
ISG ON IS es Ce RE 5) ee 19.1 15.3 39.8 Dee: 14.1 1 1 
iBbivemaian OM ater oe ee ee ee 6.8 2.4 19.6 6.5 20.8 4.0 
POUSL OMB ea se ee et BE 18.6 23.0 22.6 19. 7 9.0 6.8 
RACKS OMIM Cts sn ae ee eee 12.8 SUG thom eon 11.9 Sou es eee 
MIG OLN Gs Se gee ee ier 2 < ee ee 14.8 5.0 9.0 16.6 39. 2 16.7 
INjewa Onleanseans. 1 5 Das eS = 11.9 10.8 AO 21.2 15.9 19.5 
INorfiolk- Portsmouth 3. & 382 os 8.5 4.1 10.0 2.6 17.5 12.7 
Oltahomal City... 5 see RY 105 25.2 26. 0 12.3 7.0 
OMT OM Cee eee a ee oe eS Ee (RAG) eae 4,3 6.4 21.6 10. 5 
MIDDLE WEST 
OUTER oe ee See ae Sips Be eee Oe Bee 7.4 4.7 18.8 16. 3 6.8 12.2 
Cine iintie 2 ne ee 3.9 1.0 18 20.0 (4) 4.1 
@levelandmesaes 2. de eb 4,4 25 19.8 17.8 (6) 3.7 
@ahinnbusie es ee 15.2 21.3 14.9 13.4 5) 5.3 
CUNO eee ae ee ee ee 9,1 Sol 30. 4 23. 0 39. 5 11.1 
bndinnapolisto.< 2-2 ae LS. a ae os 5x7 .6 22.0 14.6 (4) EST, 
IEG STRENS ON Ae Re SEE eS ee ae 6.1 4.1 14.6 13.9 4.3 7.9 
WOWMIS VA ease anes a See eee ee ccs 3u7 2.0 1.0 4,9 LeAGe lees a aaee = 
WVinWalEKGGree eet ee ee oe 8.4 2.6 a0 38.9 Syd, 9 8.5 
Minneapolis-St. Paula... 22. ..22.554-5..- 16. 9 8.5 28. 2 20. 2 ol. 7 19. 5 
Simpl Oulsee a2 se to) ose bse ee Soa 5.2 16. 4 42.9 (4) LO 7 
Far WEST 
ID NEH Nel ees ce ee Le ee ee Rea 4,3 Sil 28. 4 19.8 2.3 
WW OSPAMIOCICS Suna Sere Pure Sin eae 20. 9 9/94, Go 21.6 33.0 6 16.5 79.7 
EZ OC Ti kere eee ray ba Se 1D 2.3 Bay 35.3 SUSE es eae 
SaliWakesCityaes2) pio 5 Se See OX it 25. 4 27.5 20. 2 Soca nl ene ae 
San Francisco-Oakland.........=..--...<. 26.9 16.7 70.1 25.0 23.1 17.8 
CO Gh Cheeta es OI a sh ae 6.1 11 19.1 13.8 5.6 5.9 


1 Includes data for industries in addition te those shown separately. In most cases, the areas selected 
for study rank among the Nation’s largest metropolitan areas. The combined population of the 40 areas 
exceeded 52 miltion persons, three-fifths of the aggregate population of the Nation’s 168 metropolitan areas 
having a minimum population of 100,000 and a central city of at least 50,000 population. More than 10 
million workers were employed in the industries studied, and 28 States were represented. With the excep- 
tion of a few areas, mostly in the South, a majority of the workers were covered by collective bargaining 
agreements. The study does not indicate the extent to which the various benefits reported upon are a part 
of these agreements. 

2 Excludes data for department and limited-price variety stores. 

3 Excludes data for limited-price variety stores. 

4 Although data could not be shown separately for retail trade due to the omission of a number of depart- 
ment and limited-price variety stores, the remainder of retail trade is appropriately represented in the data 
for ‘‘All industries’’. 

5 Excludes data for hotels. 

6 Excludes data for department stores. 

7 Excludes data for motion picture production; these data are included, however, in ‘All industries.” 

*Transportation (except railroads), communication, and other public utilities. 


Source: U. 8S. Department of Labor, Bureau of Labor Statistics: Wages and Related Benefits, 40 Labor 
Markets 1961-1962 (Bulletin No. 1118). Washington, U.S. Government Printing Office, 1952, p. 54. 
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Appendix 18.—Specific health and welfare benefits in collective bargaining 
agreements, by number of workers covered and method of financing, 


mid-1950 





Workers covered by Method of financing 
specific benefit 





Number Percent of | Employer only | Jointly financed 
of unions total work- seer Ese 
Type of benefit report- ers covered 
ing bene-| Number?2| _ by all 


fits 1 (thou- | health and Workers Workers 
sands) welfare | (thou- | Percent| (thou- | Percent 
benefits in | sands) sands) 
140 report- 
ing unions 3 
Life insurance or death benefit _-_---- 139 4, 150 95.6 | 2,780 67.0 | 1,370 33. 0 
Accidental death and dismember- | 
TONG hes on ca ee eee ee 101 1, 983 45.7 | 1,395} 70.4 588 29.6 
Cash payments for loss of time re- 
sulting from temporary sickness 
and accident (excluding sick leave =a 
and workmen’s compensation) ----- 101 2, 781 64.1 | 1,640 59.0 | 1,141 41.0 
Hospitalization .. .v2...sA28-ss<cesecs 110 3, 461 79.8 | 2,245 64.9 | 1, 216 35.1 
Surgical and/or medical___.-------___ 101 3, 140 72.4 | 2,245 71.5 895 28. 5 


1 Data on specific benefit coverage were available for 140 unions, including 38 AFL, 17 CIO, and 20 un- 
affiliated unions. Also includes scattered AFL Federal labor unions and CIO local industrial unions and 
unaffiliated unions confined to a single plant or establishment. 

2 Figures not additive since many workers are covered by more than 1 type of benefit. 

These 140 unions reported slightly more than 4.3 million workers covered by their health and welfare 
plans. 


Source: U. 8S. Department of Labor, Bureau of Labor Statistics: Employee-Benefit Plans Under Collec- 
tive Bargaining, Mid-1950 (Bulletin No. 1017). Washington, U. S. Government Printing Office, 1951, p. 7. 


Appendix 19.—Distribution of 67 corporations according to daily hospital 
benefit allowance in health insurance plans, 1953 * 


Number of corpora- 
tions with specified 


Daily benefits in dollars allowance for— 


Employees | Dependents 


otal. 4. seesee sn ee ee a ee ee ee es 67 67 
Uniform amount: 
S500 utc Set eas Steen eee as = eee ae ee ee ee Seer 12 12 
LQ gos ceseceee sass see he ae ae ee eee tere Se ei a i OR em 43 39 
SNA ace aes ee ee SS oe a ey en = ee Re eS 8 36 
Pays cost of semiprivate room. 22). 6. 2 fae Fe Se ee a ec 2 2 
Graduated amount: 
Ee  - r a Se emmy: Meiers Steg 0e~ epee, oe ee eee ee ee en, 1 1 
NOSTO) oe peeks Soe ce Bee es See ae oe er Se ee ee 1 0 
INe- dependent. beneits....2-2...220o. 202s cota wn te cee aceee io ees Scones seater ee ame it 


1 Based on a study of health insurance plans in effect in 67 corporations—21 with over 10,000 employees 
and 30 with from 1,000 to 10,000 employees; 61 are in the manufacturing field. All plans are underwritten 
by insurance companies and 18 are incorporated in union agreements. 

21 company offers a choice of 4 plans. The basic plan and 1 of the optional plans pay $7.50 for employees 
and dependents. The other optional plans pay $10. and $15 respectively for employees and dependents. 

8 Includes 1 plan paying $14 for wife and $10 for children. 


Source: Forde, Lois E.: New Health Insurance Plans. Management Record. 15: 127-128 (April) 1953. 
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Appendix 20.—Distribution of 67 corporations according to maximum duration 
of hospital benefit allowance in health insurance plans, 1953 * 





Number of corpora- 
tions with specified 


Maximum duration of benefits for each disability benefits for— 


Employees | Dependents 





TARO nk eS Sle ae a et ys akon Peg i od eT 67 67 
© GLA Sic scate tee ROSE Ne Se ee ln ets en RR 1 i 
Si GN Rc ak te ee DE. 5 Se IE AIS eS Se ei ork es Pee ee Stree mg 35 32 
PEGA SupPINIS ECON AVG oUnA bese een ee NE Pe ae LOL Cae conan ee cee 2 2 
22 CONTR ak no EE ES oe SEE le are a de ta ee se Ce 1 1 
CD CENTS ects Seco Se) Be ee es er ee 23 20: 
Pd CEN RARE SSS 108 GOSHEN ASA 2 Sa Sp nf OSS A Cente al 1 
VE days plus Omonthsiak slichtly over Woirate ss oe cen eco ec cn ceconeccet ec eeeeen Ht 0 
91 days plus 9 months at 14 rate for children; slightly over 4 rate for wife_______- 0 1 
UPAT GIRS 2s kas He ES SR EIA ee es SE Fd SS Rel eR OE ee 2 2 
Sooo anciudineg miscellaneous chargée_._.. 2 en enn c ons accec ck ecacnlncn- 1 0 
DReD LE PGLL US) ok NE en Sep ore ae pA a RN I i Oana eT ee 0 7 





1 Based on a study of health insurance plans in effect in 67 corporations—21 with over 10,000 employees. 
and 30 with from 1,000 to 10,000 employees; 61 are in the manufacturing field. All plans are underwritten 
by insurance companies and 18 are incorporated in union agreements. 

2In 1 company, employees may choose any 1 of 3 other plans which pay benefits for 180 days. 


Source: Forde, Lois E.: New Health Insurance Plans, Management Record 15: 127-128 (April) 1953. 


Appendix 21.—Distribution of 67 corporations according to incidental hospital 
expense allowance in health insurance plans, 1953 * 


Number of corpora- 
tions with specified 

Incidental allowances (equivalent to specified number of times allowances for-— 
the daily benefits) 





Employees | Dependents. 
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100 

LOD LUIS Los DebCOnt Olu Oxtaho O00 ees ee one k cc oe eee ee 
10, or 10 plus 75 percent of next 1,200 (employee has choice) __...---_----__-_----- 
Slichthy Over 16; plus 7ospereent, Of mext $4; 0005- 22... 225 coos coe c cose eee cence s 
Ped, POUNDS: (SS | NSTC SvOL COED UYED. CF 2. (0, 0) US ee Semaine pe ee RN Vp a pn stg 
20; plus mext $100 and 75 percent of nexti$l,900. .-= 25... 2 -22----- 5.22522 2. 
Approximately. 5, plusiall charges aboversl50 2... 0... 2 Se0 eee ce eee Sees 
Si 500uncluding roomvand boardicharees: i222. 22ec2cc obs oes. 62a Seceseesse needs 
PANG GEL DEC In cUn OG eee eye a I ten ls Fe NS EG A ek ees 
IN ORDGHC hpi anbee aa crea aa oan a ee ee ole ewce ose cmeeeee 


1 Based on a study of health insurance plans in effect in 67 corporations—21 with over 10,000 employees. 
and 30 with from 1,000 to 10,000 employees; 61 are in the manufacturing field. AJ] plans are underwritten 
by insurance companies and 18 are incorporated in union agreements. 


Source: Forde, Lois E.: New Health Insurance Plans, Management Record. 15:127-128 (April) 1953. 
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Appendix 22.—Distribution of 67 corporations according to maximum surgical 
benefit allowance in health insurance plans, 1953 * 


Number of corpora- 
tions with specified 


Maximum surgical benefit allowed benefits for— 


Employees Dependents 


MOtAle PS écc eerste eae ee ta cee ees ke ee ee eee 67 67 
STAs as i a sre ae a 2 0 1 
SUDO) cess ys ew Se ss ce ra ee ee 16 13 
BHD Saas Boe wh etc iad ee ieee i ee ee ee 3 2 
SOOO 2a hE ee cecal er eg cee 27 22 
i a SR Sot ly erp fa Ne 5 5 
| | eS Saeco i Pec Fn VI i eR oe) 2 ad he 4 3 
S200 is sessuaet oe Sees Pee) ee ee eee ee 5 4 
$300 422228. Ste eect ce oe a ee ee ote: od Se gentle Sangh bel ee ape Bee ome 5 5 
INosurgicalibeneits... 852-0. 22.9 ee ee ee ee ee 2 12 


1 Based on a study of health insurance plans in effect in 67 corporations—21 with over 10,000 employees 
and 30 with from 1,000 to 10,000 employees; 61 are in the manufacturing field. All plans are underwritten 
by insurance companies and 18 are incorporated in union agreements. ; 

21 plan pays the following benefit for employees and dependents if the fee is above the schedule maxi- 
mum: 75 percent of the portion of the fee falling between 100 and 16634 percent of schedule maximum (100 
and 200 percent for assistant district managers, 100 and 300 percent for district managers). 


Source: Forde, Lois E.: New Health Insurance Plans, Management Record. 15:152, (April) 1953. 
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Appendix 24.—Major changes during 1950 and 1951 in benefits available to 
union groups through welfare funds, New York City building trades 


Asbestos Workers: Life insurance increases from $400 to $600 in 1951. 

Bricklayers: Added accident and sickness benefits in accordance with the dis- 
ability benefit law in 1950. Hospitalization and surgical insurance extended 
to dependents in June 1951. 

Carpenters: Plan began July 1, 1950, with accident and sickness benefits. All 
other benefits put into effect May 1, 1951, except that hospitalization and surgical 
insurance were extended to dependents on January 1, 1952. 

Cement Masons: In 1950, added accident and sickness benefits ; added hospital- 
ization insurance for dependents at $8 per day; increased medical insurance 
from $2 to $3 for office visits, from $3 to $4.50 for other visits, and from $150 to 
$225 in maximum. 

Composition Roofers: Not reported for review as of January 1, 1950. Added 
hospitalization insurance for children of employees on August 1, 1951. 

Concrete Workers: In 1950, increased life insurance from $750 to $1,000; in- 
creased accident and sickness benefits from $15 a week to $30 a week. Added 
hospitalization and surgical insurance in November 1951. 

Derrickmen: Benefit plan first put into effect on September 1, 1951. 

Electrical Workers: January 1, 1951, added dental center furnishing free 
services and dentures at cost; January 1, 1952, increased hospitalization payment 
for employees to $10 for the first 10 days. 

Engineers, Operating: Benefit plan began July 1, 1950, with accident and sick- 
ness insurance. Life-insurance and accidental-death and dismemberment in- 
surance added in January 1951. Hospitalization insurance added on September 
tT, 1951, 

Excavators: Benefit plan began July 1, 1950, with accident and sickness bene- 
fits. Other benefits added on July 1, 1951. 

Glass Industry: In 1950, reduced accidental death and dismemberment in- 
surance from $1,500 to $1,000; increased accident and sickness payments by fund 
from $20 a week to $21.33; increased hospitalization insurance from $6 a day 
to $9 a day, with increase in payment for extras from $30 to $90. 

Hollow Metal Door: Benefit plan began on July 1, 1950, with accident and 
sickness insurance. All other benefits added on May 1, 1951, except that hos- 
pitalization and surgical insurance were extended to dependents on January 
1, 1952. 

Iron Workers 40 and 861: In 1950, changed accident and sickness benefit scale 
to 50 percent of wages up to minimum of $26; increased employee surgical in- 
surance from $225 to $800; added $200 surgical insurance for dependents. 

Iron Workers 455: On January 1, 1951, life insurance increased from $1,000 to 
$1,500; accidental death and dismemberment insurance increased from $1,000 to 
$1,500 ; hospitalization insurance increased from $6 a day to $8 a day and pay- 
ment for extras from $60 to $80; surgical insurance increased from $150 to $200 
and extended to dependents. Effective January 1, 1952, accident and sickness 
benefits increased from $30 to $35 maximum; hospitalization insurance increased 
from $8 to $10 a day (and $100, instead of $80, maximum for extras) ; surgical 
insurance was increased from $200 to $240. ; 

Iron Workers 580: In 1950, life insurance increased from $1,000 to $2,000; ac- 
cidental death and dismemberment insurance increased from $1,000 to $2,000; 
accident and sickness benefits increased from $20 to $26; hospitalization insur- 
ance increased from $6 daily benefit to Blue Cross. 

Lathers, Metal: In 1950: added accident and sickness benefits. Extended 
surgical benefits to dependents, September 1, 1951. 
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Marble Indusiry: Added accident and sickness benefits in 1950. 

Mason Tenders: No benefit changes. 

Mosaic and Terrazzo: Medical insurance increased in 1951 from $3 per office 
visit and $4.50 from any other visit to $5 for all visits and maximum raised from 
$150 to $225 per disability. 

Painting Industry: No benefit changes. 

Plasterers: Increased surgical insurance from $150 to $200 effective August 1, 
1951. 

Plasterers’ Helpers: Increased surgical insurance from $150 to $160 in 1950. 

Piumbers, local 1: In 1951, increased surgical insurance from $210 to $300; 
increased maternity benefit from $75 to $100. 

Piumbers, local 2: In 1950, life insurance increased from $500 to $1,000; ac- 
cidental death and dismemberment insurance increased from $500 to $1,000; $100 
hospital and $100 surgical benefit added for maternity benefit. 

Riggers: Benefit plan first effective March 1, 1951. 

Sheet Metal Workers: On August 1, 1951, changed surgical and medical bene- 
fits from Health Insurance Plan to $300 surgical insurance, medical insurance of 
$5 a visit, starting with the first visit (disability not required), and X-ray and 
laboratory benefits up to $100. 

Slate Roofers: No benefit change. 

Stone Setters: Benefit plan first effective September 1, 1951. 

Source: Building Trades Employers’ Association, committee on welfare funds: A Review 


of Welfare Funds in the New York City Building Trades, January 1, 1952. New York, The 
Association, 1952, pp. 4, 5, 6. 
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Appendix 28.—Benefits provided by the health and welfare plans of unions 
affiliated with the San Francisco Labor Council, May 1, 1952 


Plans Number covered 
Type of benefit or coverage 
Number} Percent | Number | Percent 


Totel-plams 1. 8) See wee. oe ee ene ee 64 100 | 3 88, 535 100 
Ibite insurances 22a 8 ee Sachs ae eee ee eee eee 42 66 55, 763 63 
Accidental death and dismemberment_--.........--...--------- 35 55 47, 020 53 
Health unsurance:? 8. eto e oe eee eee seein eee 64 100 88, 535 100 
Sick benefits in addition to State disability insurance___--_---- 6 9 3, 548 4 
Plans incorporating payment for State disability insurance__--__ 14 22 27, 785 31 
Plans providing for dependent’s coverage__.-...-.--..-.-------. 54 84 67, 270 76 
Automatic coverage im basie plan: 5. et ee ee 16 25 19, 443 22 
Voluntary coverage at employee’s expense__-___-.----.--------- 38 59 47, 827 54 


1 Plans providing more than 1 type of benefit are counted separately in each group applicable. 
2 Includes hospital, surgical, medical, and related health benefits. 
3 Represents about half of the council’s membership. 


Source: Weinerman, E. Richard: The San Francisco Labor Council Survey: Labor Plans for Health. 
San Francisco, The Council, 1952, p. 19. 


Appendix 29.—Basic questions toe be considered in establishing hospitalization 
and medical care plans 


Is the company eligible? The only question that arises as to the eligibility 
of employers to inaugurate hospitalization and medical care plans concerns the 
number of employees. State statutes or regulations in almost all States regu- 
late the minimum number that may be insured under a group policy by an 
insurance company. The minimum in the majority of States is 25. The mini- 
mum also must constitute 75 percent of the employees, or of the employees of 
a certain class. Companies that do not have enough regular employees to be 
eligible for group hospitalization and medical care insurance may secure a group 
policy jointly with other companies in the same industry. A joint group policy 
is usually negotiated through a trade association or through a union. 

Although organizations especially incorporated to insure hospitalization and 
medical plans are usually exempt from the minimum requirement of the State 
insurance laws, Blue Cross and Blue Shield require the enrollment of a mini- 
mum number in a group. The enrolled group must also constitute a certain 
percentage of the total number of employees, or of a particular class of employ- 
ees. The required percentage decreases in inverse ratio to the number of 
employees. Thus, a company with 10 employees may join some Blue Cross 
plans and Blue Shield plans if it secures 100 percent enrollment, whereas an 
employer with 1,000 need enroll only 40 percent. 

What employees shall be eligible? In working out the details of a plan, an 
employer must consider the conditions of eligibility for participation that he 
wishes to impose, aS well as those imposed by the insurance carrier. 

When the employer pays the entire cost of the insurance, all employees, or all 
employees of a particular class, must be allowed to participate after the re- 
quired waiting period. “Class of employees” means a group of employees hav- 
ing one or more common characteristics, such as salaried employees, clerical 
employees, employees in a particular wage bracket, or employees in a particular 
plant or division. If the employee contributes to the plan, the minimum per- 
centage required by the insurance carrier must join. The percentage may be 
based on the number of employees in a particular class, instead of the total 
number of employees. 

Other factors to consider in determining eligibility are these: 

Service.—-Under almost all hospitalization and medical plans, except excess 
medical care plans, all full-time employees at the time the plan is inaugurated 
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are eligible. New employees usually become eligible after they have completed 
a certain period of continuous employment. The usual requirement is 3 months. 

Physical condition. —Physical examination is seldom required in group enroll- 
ments if the employee enrolls as soon as he is eligible. Many insurance carriers 
require examination and a sworn statement about the physical condition of 
dependents if the employee delays enrollment. 

Union membership.—Some plans, particularly those administered by the union, 
or jointly by the union and employer, require union membership as a condition 
of participation. 

Income.—Some insurance underwriters impose an income limit as a condition 
of eligibility. 

Shall dependents be allowed to participate?—Under many plans financed en- 
tirely by the employer, dependents are not eligible. Under others, the employee 
may secure coverage for his dependents by paying the additional cost. If the 
employee contributes to the cost of the plan, coverage of dependents is usually 
optional with him... 

What amount of benefits shall be offered ?—The benefits provided by hospitaliza- 
tion and medical care plans affect the cost materially. The employer must con- 
sider carefully the benefits to be derived in relation to the cost of the plan, both 
to himself and to his employee. 

As there is only one Blue Cross Plan available for each area, the employer 
has no decision to make if he decides that the local Blue Cross Plan offers more 
than a group insurance policy. On the other hand, under a group hospital ex- 
pense insurance policy, premiums are in direct ratio to benefits. If the employer 
decides that an insurance company offers more than Blue Cross, he must then 
determine the minimum amount of benefits that are adequate to assure the suc- 
cess of hospitalization program for his employees. 

With reference to a medical care plan, the employer must first decide whether 
he wants a surgical expense plan only, or a surgical and nonsurgical expense plan. 
He must then determine whether the nonsurgical care shall cover a physician’s 
visit to the insured’s home and visits by the patient to a physician’s office, or be 
limited to inhospital cases, that is, a physician’s visits in the hospital. Of course, 
the greater the scope of care, the higher the premium. If an employer chooses 
an insurance company to underwrite his plan, he limits the benefits according 
to the premium he and the employee can afford to pay. 

An employer must also consider whether the amount of benefits is to be on 
a sliding scale in relation to salary and wage. This is not possible under Blue 
Cross and Blue Shield plans, nor under service plans underwritten by medical 
groups. ... 

The trend is away from a siiding scale of benefits that moves with the eco- 
nomic status of the employee. ... 

How should the plan be financed? Group hospitalization and medical care 
plans may be financed entirely by the employer, entirely by the employee, or 
jointly by the employer and the employees to be covered ... Many insurance 
companies will not write a policy for a company that does not contribute; their 
experience has been that employer cooperation is related to contribution. Em- 
ployer contribution is also a requirement of many community-sponsored plans. 
Some organiaztions underwriting plans require the employer to pay a certain 
percentage, usually 50 percent. Otherwise, each company bases its contributions 
upon its ability and willingness to contribute and upon the need of its employees. 
for assistance. ... 

Under many contributory plans, the employer pays all the cost for the indi-. 
vidual employee, and the employee pays the additional cost for dependents. Fre- 
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quently the employer will pay all the cost of group medical insurance if the 
employee will first subscribe to the hospitalization plan. 

Many hospitalization and medical care plans that result from collective bar- 
gaining are financed entirely by contributions paid by the employer into a union 
trust fund, the fund providing the benefits. The cost may be a flat weekly, 
monthly, or annual amount for each covered worker; a stipulated contribution 
for each hour worked by the employee; a lump sum; or a percentage of the em- 
ployer’s payroll. See the Prentice-Hall Union Contract and Collective Bargain- 
ing Service for clauses from union contracts providing for contributory and 
noncontributory plans. 


Source: Editorial staff of Prentice Hall, Inc.: Successful Employees Benefit Plans. 
New York, Prentice Hall, Inc., 1952, pp. 41-46. 


Appendix 30.—Factors that affect the cost of Blue Cross and Blue Shield Plans 


Blue Cross and Blue Shield Plans in each locality have a definite subscription 
rate. There are no factors that affect the cost to a particular group. 'The same 
is true of other local plans underwritten by medical groups or associations other 
than insurance companies. ‘The service benefits provided by these plans are based 
upon current charges. If those charges are increased or decreased, the benefits 
change, and the subscription rates fluctuate with the changes. The following 
clause is included in a booklet describing a union-negotiated plan to the 
employees: 

“The benefits provided in this part 2 are based upon current Blue Cross hospital 
charges. If those charges shall be increased for periods after January 31, 195-, 
it may be necessary for you to pay directly to the hospital some portion of the 
hospital’s charge for daily bed and board in semiprivate accommodations or it 
may be necessary to change the benefits or your contributions under this part 2.” 

Several factors affect the cost of an insurance company’s plan to a particular 
group. The benefits offered by the plan have a greater bearing on the cost than 
any other single factor. Obviously, the premium for a hospitalization plan that 
provides a daily benefit of $10 is considerably higher than the premium for a $5 
daily benefit. Any special provision affects the cost proportionately. For ex- 
ample, if the age limit of a dependent is 21, instead of 18, the premium is higher, 

The employer’s special circumstances also affect the premium rate. In con- 
tracts other than Blue Cross and Blue Shield, a high percentage of female 
employees, or of non-Caucasian employees, may increase the premium. Usually 
the additional cost is borne by the employer, each employee contributing the 
same amount toward the premium. The average age of the employees also affects 
the premiums but not to the extent that it affects group disability or life in- 
surance. Premiums are usually lower to employers that require physical 
examinations at the time of employment. In hospitalization and medical care 
plans that exclude occupational injuries and diseases, premiums for workers 
in hazardous jobs are not usually loaded. Although the premium rate rarely 
changes when hospitalization and medical charges decrease or increase, the 
cash indemnity constitutes a larger or smaller proportion of the total bill. 

Each group covered by an insurance company is considered individually. If 
the claim experience in that group is favorable, the carrier returns part of the 
premium to the employer in the form of a dividend, or reduces the rate. Occa- 
aionally in plans negotiated by a union, the employer passes part of the dividend 
to the employee. Insurance company premiums rarely increase from year to 
year, even if the claim experience in a particular group is unfavorable. ... 


Source: Editorial staff of Prentice Hall, Inc.: Successful Employee Benefit Plans. New 
York, Prentice Hall, Inc., 1952, pp. 46—47. 
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Appendix 31.—General principles and standards for approval of Blue Cross 
Plans, Blue Cross Commission of the American Hospital Association 


General principles 


1. Approval as a Blue Cross Plan and use of the Blue Cross symbol and the 
words “Blue Cross” will be determined by a hospital service plan’s adherence 
to the “Standards” set forth (under section III) of this program. 

2. The interest and responsibility of contracting hospitals* make it desirable 
that in addition to representatives of the general public a substantial number of 
the plan’s governing board be representatives of such hospitals. It is also desir- 
able that the medical profession be represented on the plan’s board. 

3. All hospitals in each enrollment area that are qualified and equipped to 
" provide the services in the plan’s subscriber certificate should have an oppor- 
tunity to contract to provide these benefits. At least a majority of these hospitals 
should so contract. Equitable arrangements should be made for provision of 
benefits in noncontracting hospitals. 

4. No plan should be given original approval whose territory does not comprise 
sufficient area and population to provide adequate spread of risk and efficient 
and economical management, with an adequate number of hospitals to assure 
service to subscribers. 

5. Plans should arrange for service benefits to members, rather than provide 
cash allowances for the purchase of hospital care. 


S tandards 


1. Composition of the governing board: At least one-third of the members of 
a plan’s governing board shall be representatives of the contracting hospital, 
and at least one-third shall be representatives of the general public. 

2. Nonprofit sponsorship and control: Trustees or board members of a plan 
shall receive no remuneration for such service, nor shall any part of the net 
earnings of a plan inure to the benefit of any individual. 

No plan shall accept working capital advanced on a basis which will place 
the contributors in a position to influence or direct its management because of 
the financial support. Working capital advanced shall be repayable out of 
earned income only, over and above operating expenses, payments to contract- ~ 
ing hospitals, and legal reserves. 

3. Extent of benefits: A plan shall cover on behalf of all subscriber patients 
who are enrolled under its most widely held certificate an average of not less 
than 75 percent of the total amount billed for usual and customary hospital 
services in the accomodations specified in the subscriber certificate for inpatients 
during the full coverage period. Total room and board charges to subscribers 
under certificates specifying only indemnity amounts for room and board shall 
be included in computing this average. What constitutes usual and customary 
hospital services shall be determined in accordance with local usage and custom 
in the area in which the plan operates and, in general, shall include all items 
on the hospital bill excepting fees of attending physicians, charges for private 
duty nurses, and charges for convenience items not directly related to patient 
care. 

4. Financial responsibility: A plan shall maintain reserves adequate to pro- 
tect hospital and subscribers’ interests. 

Adequate liability for (a@) admissions reported but not yet paid, and (0) 
unreported admissions, shall be provided for and shall be shown in a plan’s 
operating statement. 


1 See footnote, p. 252. 
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A plan shall maintain an adequate reserve for contingencies over and above all 
liabilities. A plan’s reserves, exclusive of liability items including (@) and (b) 
above, shall be sufficient at least to meet hospital and operating expenses for a 
period of 3 months. 

A plan which does not meet this requirement, or which has not added at 
least 5 percent gross income to its contingency reserves during the preceding 
12-month period, exclusive of liability items including (@) and (0) above, 
shall produce evidence satisfactory to the Blue Cross Commission and the board 
of trustees of the American Hospital Association that its financial policies are 
sound. 

5. Responsibility for benefits to subscribers: A plan shall maintain written 
contractual agreements with a majority of the hospitals qualified and equipped 
to provide the services in the plan’s subscribed certificate containing a ma- 
jority of the bed capacity in its enrollment area, obligating the hospitals to fur- 
nish benefits to all subscribers enrolled at any given time. Such agreement shall 
provide for termination on not less than 90 days’ notice. 

Plan hospital contracts shall provide for payment by the plan for hospital 
care rendered its subscribers by such contracting hospital’ in accordance with 
the contract, with no liability on the patient for benefits covered by his certificate. 

6. Accounting and statistical records: A plan shall maintain such accounting 
and statistical records as may be reasonably required by the Blue Cross Com- 
mission, and shall submit such reports on the form and in the manner so pre- 
scribed. 

7. Promotion and administration: No employee of a plan shall be paid prin- 
cipally by commission or on a production fee basis. An independent sales agency 
shall not be given responsibility for promotion or administration. 

8. Interplan coordination: A plan shall participate in all national programs 
in which at least three-fourths of the plans representing also at least three- 
fourths of the weighted vote of all plans, as provided for in the administrative 
regulations, are participating, such as those relating to the transfer of members, 
the hospitalization of members in areas served by another plan, and uniform 
enrollment and billing procedures for employees of national firms. A plan which 
does not meet this requirement shall provide evidence satisfactory to the Blue 
Cross Commission and the board of trustees of the American Hospital Associa- 
tion that its participation in such national program would materially and in- 
equitably affect its operation. Degree of participation in the application of this 
standard shall be determined separately for plans in Canada and in the United 
States. 

9. It is expressly understood that, if any plan shall be unable to conform to 
any of the foregoing standards because of conflict with any law or governmental 
regulation binding on such plan, such standard shall not apply to such plan 
to the extent that such law or regulation shall prevent compliance therewith. 

10. Failure to meet approval standards: If a plan fails to meet the provisions 
of one or more of the standards set forth under paragraphs 1 to 8, the Blue 
Cross Commission may recommend to the board of trustees of the American 
Hospital Association that such plan’s right to employ the Blue Cross symbol 
and to use the words “Blue Cross” in identifying itself be withdrawn. 


Source: Blue Cross Commission, American Hospital Association: Blue Cross Approval 
Program of the American Hospital Association. Chicago, The Association, 1952, pp, 8-12. 


1 Wherever the words ‘‘contracting hospital’ are used, it is the understanding of the 
board of trustees that a hospital guaranteeing service is meant. 
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Appendix 32.—Standards of acceptance for medical care plans, council on 
medical service, American Medical Association 


The acceptance of a plan and the seal of the council are intended to signify 
that the plan conforms with or meets the following standards or requirements: 

1. Local approval: The prepayment plan must have the approval of the state 
medical association or, if local, of the county medical society in whose area 
it operates. The State association or county society that sponsors the plan 
must retain the right to withdraw its approval and require discontinuance of 
the use of the seal of acceptance on reasonable notice to the public and to the 
underwriters. 

2. Professional responsibility: The medical profession should assume respon- 
sibility for the medical services included in the benfits; the medical profession 
is qualified legally and by education to accept responsibility for the character 
of the medical services rendered. 


(a) The plan should provide for the appointment of a committee by the 
medical profession in the area served by the plan. One of the duties of 
this committee shall be the determination of relative values of medical 
services and procedures as set forth in the plan’s published schedule of 
benefits. The committee may also be authorized to consider difficulties and 
complaints and make recommendations. 

(b) The published schedule of benefits of the plan shall include those 
services and procedures listed as essential by the council on medical service 
consistent with the scope of the plan. 


3. Free choice of physician: There should be no regulation which restricts 
free choice of a qualified doctor of medicine in the locality covered by the plan 
who is willing to give service under the conditions established. 

4, Patient-physician relationship: The method of giving the service must 
retain the personal, confidential relationship between the patient and physician. 

5. Public policy: The plan should be organized and operated to provide the 
greatest possible benefits in medical care to the subscriber. Honesty of purpose 
and sincere consideration of mutual interests on the part of the subscribers, the 
physicians, and the plans are presupposed as necessary considerations for 
successful operation. 

6. Type of benefits: Those benefits may be in terms of cash indemnity or > 
medical service. Where benefits are paid in cash to the subscriber it must be 
clearly stated that those benefits are for the purpose of assisting in paying the 
charges incurred for medical service and do not necessarily cover the entire 
cost of medical service, except under specified conditions. 

7. Clarity of benefits: Subscribers’ contracts must state clearly the benefits 
and conditions under which benefits will be provided. All exclusions, waiting 
periods, and deductible provisions must be clearly indicated in the promotional 
literature and in the contracts. 

8. Promotion: Promotional activities must be reasonable without extravagant 
or misleading statements concerning the benefits to the subscribers. In ap- 
proving promotional material the council will endeavor to indicate the type 
of statements which are acceptable and the nature of those considered objec- 
tionable. It is not the function of the council to edit all copy word for word 
and sentence for sentence, but rather to indicate the general type of revision 
required in any given piece of literature. It expects the spirit and intent of 
such objections to be observed in the remainder of the copy not specifically 
criticized. Promotional activities will include any devices for informing the 
publie or the profession. 


9. Reports: Each accepted plan must agree to submit reports of financial 
and enrollment experience in the manner prescribed by the council. 

10. Safeguards for the subscriber: The council will utilize the experience of 
those plans that are and have been operating successfully as a criterion for 
judging new plans, but will not discourage experiments in other types of coverage 
provided such experiments are limited in scope and capable of scientific evalu- 
ations. The following principles, however, are laid down as fundamental: 


(a) The dues from subscribers through premium rates should be adequate 
to provide for the benefits offered and cover the risks involved. 

(6b) Enrollment practices shall be based on sound actuarial principles such 
as will not expose the plan to adverse selection. Group enrollment is recom- 
mended until experience warrants the acceptance of individuals. 

(c) It is understood that the plan of organization will conform with State 
statutes and that the plan will operate on an insurance accounting basis with 
due consideration for earned and unearned premiums, administrative costs 
and reserves for contingencies, claims incurred but not paid, and unantic- 
ipated losses. Each plan must submit reports of financial experience in the 
manner prescribed by the council. Supervision should be under the appro- 
priate State authority. 

(d@) Provision should be made for a medical director acceptable to the 
county or State medical society. The medical director may be paid on a per 
diem basis for the time involved in handling such matters. 

(e) All insurance companies participating in the underwriting of a medi- 
cal society prepayment plan must be licensed to do business in the State in 
which the plan is located. Inasmuch as the State insurance authorities 
supervise the finances and underwriting practices of such companies, the 
council will duplicate this function only to the extent it deems necessary. 


11. Duration of acceptance: Acceptance of plans by the council will be for a 
period of 2 years (provided they comply with the standards during this period) 
or until revoked. At the end of this period all contracts and financial state- 
ments shall be reexamined. <A shorter period of approval may be granted at the 
discretion of the council. Any changes in contracts or literature during the 
period of acceptance must be submitted to the council. 


Source: Council on Medical Service, American Medical Association, Voluntary Prepay- 
ment Medical Care Plans, Chicago, 1952, pp. 145-147. 


Appendix 33.—Types of collective bargaining 


Industrywide bargaining: In its true sense, this term applies only to industry- 
wide, countrywide bargaining. Four years, perhaps, the only group to which 
this term could be applied was the bituminous and the anthracite coal indus- 
try. .. . When loosely used, the term may cover the next type of bargaining. 

Industrywide bargaining on an area basis: This term covers those cases in 
which bargaining is limited to all employers of an industry within a geographical 
area and to local unions within the industry in the same area. An outstanding 
example of this type of bargaining is the Pacific coast pulp and paper industry. 

Areawide bargaining: This exists where all the employers within an area, 
irrespective of their industry, collectively bargain with all the unions within that 
same area. An example of this type of bargaining is the San Francisco Em- 
ployers Council which bargains for its members with all unions within the city of 
San Francisco. 

Association bargaining: This is the type of bargaining done by an employer 
association for its members, which are generally in a particular industry or craft 
within a city’s limits. Such bargaining may cover tens of thousands of em- 
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ployees, as occurs when a city building employers’ association bargains with an 
AFL building and construction trades council. Or it may cover a unit as small 
as a few hundred, such as when an embroidery employer association bargains 
with a local of the International Ladies’ Garment Workers’ Union, AFI. 
(Strictly speaking, association bargaining also covers almost all of the previous 
types of bargaining, as in most cases such bargaining does take place through an 
association; in practice, however, it is generally limited to bargaining for an 
industry or craft within a city’s limits.) 

Companywide bargaining: This applies to a multiplant company that bargains 
at one time with all the various local unions of a national union that has union- 
ized its plants. Such bargaining may come about as a result of company choice 
or through union pressure. The CIO Rubber Workers have secured company- 
wide bargaining with some of the larger rubber companies. The C1O Oil Workers 
and Steelworkers are seeking this bargaining relationship in many firms which 
now deal with their local unions on a plant-by-plant basis. 

Pattern bargaining: In this type, while one or more of the leading producers 
in an industry bargain with the union, the rest of the industry sits back and 
watches. The agreement reached by the leaders then becomes the basic outline 
for all contracts negotiated in the industry. Nominally there are many bargain- 
ing Sessions at different times and places. But the union will rarely accept less 
than they receive from the leader, and the companies will rarely grant more. 
Segments of the textile industry, the rubber industry, and the glass manufac- 
turers are engaged in this type of bargaining. 

Local bargaining: This term covers bargaining between a single unit com- 
pany and the local union representing its employees. More Significantly, how- 
ever, it covers bargaining between one unit of a multiunit company and the 
local union officials, and is therefore the antithesis to multiunit bargaining. In 
spite of the increasing trend toward larger bargaining units, local contracts are 
still most prevalent. 


Source: Multiunit Bargaining—Introduction. Management Record, 14: 449-450 (De- 
cember) 1952. 
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Appendix 35.—Extent of multiemployer bargaining, 1947 








Production workers under 


union agreements, 1946 2 











Number of 
Industry production Percent 
workers—1947 1 covered 
Percent by multi- 
employer 
agreements 8 
Range Range 
Grand total: Number of employees.............--.-..-. 18, 232, 800 9, 211, 700- 4, 700, 000- 
12, 765, 400 8, 589, 000 
INDUSTRYWIDE BARGAINING 
Range Range 
Subtotal: Number of employees._._.......--..---_..--- 2, 085, 500 1, 593, 900- I, 240, 500- 
2, 011, 100 1, 956, 800 
Coal mining: 
SUC UMN © US apm ctenn rete ene ek oe once a oe 365, 000 80-100 80-100 
PANU CIES ClbGW eae emer ee eG ce ae Cpe cee hoe 76, 500 80-100 80-100 
Elevator installationsand repair 2.2.2 ..<.-22222002 2222222. 410, 200 4 80-100 4 80-100 
G@incsiamdbalasswanee = ol see tern cu dee see 120, 000 80-100 60-79 
Installation of automatic sprinklers...........--..---...---... 4 13, 000 4 80-100 4 80-100 
Pottery (Gnelidine chinaware) sq 22. .--2.220220 22 22 oo. 56, 100 40-59 60-79 
ECAR ORCS ioe epee rete ee erate ere i os he eae ce 1, 352, 000 80-100 4 80-100 
SUES A LIS SONOS te ene eet reeties wren eure grde 86, 700 20-39 4 20-39 
CUO OS ee eo ed Oe ee eee ee een ee nee 4 6, 000 4 80-100 4 80-100 
REGIONWIDE BARGAINING 
Range Range 
Subtotal: Number of employees. -....-...-----.....-.-- 3, 485, 300 2, 256, 600- 1, 084, 000- 
2, 937, 500 1, 955, 300 
Oanning and preserving food Sf 24.5 8 2 ence anes 199, 500 60-79 60-79 
Dyeme.and, iiishimeostextiles!o wer, 2e6 Fe cece ene 84, 500 60-79 60-79 
JIN RITy igs < ieee lope oti rk oe eae pe ere ae pee re oe pe 4135, 000 20-39 4 40-59 
DELS IC Ip Pere ee ae re meen ee oan ee ne eee 132, 800 40-59 20-39 
IterelbyRuENe mi noe awe ee. 6 bic ee eee see tebe 88 ety. ft 4 145, 900 80-100 4 80-100 
MeaGnenbaminine Ween eon en. See ee oes So a ee 46, 200 80-100 0-19 
HEOWE SN Onin CICt erm Mee Sue te AT We eee e hy selec eee 3 4 985, 000 80-100 80-100 
PANNE Ose tetaettes irk or Sif AY Brite Tit da 53 eet 650, 000 40-59 20-39 
INF cr CHONG seca ee BOs, AEE oer aie Voce ineee Sostan athe 2 165, 000 80-100 80-100 
PO CENEET Deyn een seek oe te etna ene ee eh ee 77, 500 80-100 0-19 
Nonferrous metals and products (excluding iseey and 
reCCL Wink) ar bc. S58. SP Sows 23 eres . id. eiesl sce 8 357, 500 80-100 0-19 
JED STE TOG | Fa GG ea ea aI a ee er 195, 100 60-79 0-19 
Ship bwuld@ings...- 525. 2 ee Be a a ein here 121, 600 80-100 80-100 
Shoes, boots, cut stock and findingsi2) £olsc2- 2 2fes ce ae ke 19, 400 40-59 20-39 
Wioolenraudoworsted) textiles. 2-22 ose oo ok ne ce wcnee ee 170, 300 60-79 0-19 





See footnotes at end of table, p. 258. 


Appendix 35.—Extent of multiemployer bargaining, 1947—Continued 
CITY OR LOCAL AREA BARGAINING 





Production workers under 
union agreements, 1946 2 


Number of 
Industry production Percent 
workers—i947 1! covered 
Percent by multi- 
employer 
agreements 3 
PRange Range 
Subtotal: Number of employees_...........-.---.-.-.-- 12, 662, 000 5, 359, 200- 2, 375, 500~ 
7, 816, 800 4, 677, 800. ° 

Baines. 2 508s See aces Se se Se Re et Te ore ae a 216, 000 40-59 60-79 
Beveraces, Nonalcoholies == esses eee rE Borns een ond 32, 500 - 20-389 20-39 
IBXorolie Havel TOlO) iCreligunuater ENG! TOWNS Ce eee ce Soesese 177, 900 60-79 60-79 
Brewenies:Cnalt G@wors)es. eee ees Soe ee eee ee 69, 600 80-100 4 80-100 
Building service and maintenance._.__.---.----2--------2---- 4 210, 000 20-39 40-59 
Cleanimoand:diveine: 2 Se 255) Sere ee a a ee eee 94, 600 20-39 4 80-100 
Clotlimne smients (<5 secs eee oe toe ae ere a As A RR Na 401, 000 80-100 80-100 
Clotindine wwiOmensgn ne 22 Ve Soe A ce de oe eee 448, 500 80-100 | 80-100 
Confectionery products. oo ba seo Setar e ea eaeee 66, 700 20-39 0-19 
Constructiotet 2... es ont Bey ee eet ae ee eee 1, 921, 000 80-100 60-79 
Cotton textiles 2. ok ae a ek oe ee ee) ees 524, 300 20-39 0-19 
IDA BROduUCtS 2a. =. Sa ate Roe cue eet A een eee 85, 000 20-39 0-19 
Rowand tar SarmMentss. ws Lb geet cas ue ree eee 4 25, 000 80-100 4 80-100 
ERIE NTG UIT OE =, ees ee ee Rey Se ee 233, 100 40-59 0-19 
Hotelsandrestaurants ose. oe cee eee ee eee 4918, 000 20-39 20-39 
Tewieliyeamd: Silvenwane.-- 25-20 5 ee eee 51, 500 40-59 20-39 
Kant coodsi(excludinemosiony)e=2- 122. eee nn eee es 86, 800 40-59 40-19 
SEL ET CHE SC ee Sena ee eae Tile. 200, Kipper ya oI Mee Diners Siberia One nN Dek Pace 243, 000 20-39 80-100 
eather, luseage, handbags, Ct@-2-5 52 ens ee 4 41, 600 40-59 4 40-59 
Meat packimer: . 222 ec Soe Sy ee ee ee 181, 500 80-100 0-19 
Mullin Greyson Gli at Si) oie ceo sae oe a atee eee See Reese 36, 400 60-79 4 40-59 
Newspaper printing and publishime.. 2. 2.8 oe eee 141, 600 80-100 40-59 
Paper products (excluding wallpaper) __-....._....---_---.---- 188, 900 40-59 0-19 
Silkeand rayom textiles <> 2 Siento ae ks Focaccia eee eee 104, 700 20-39 0-19 
Steel products (excluding stoves)’__.._.__.-..--.-_------------- 742, 800 60-79 0-19 
TODACCORDTOUUICES TS 2 2 eee ee en ae ee ee aa eens 86, 000 60—79 0-19 
TPA OO see ca PN ee, Oe eres OW AR ered) (ree 4 3, 584, 000 0-19 20-39 
Trucking (local) and warehousing ?__..........2.-s+.---.-+--< 4 1, 750, 000 80-100 4 40-59 


1U.S. Department of Labor, Bureau of Labor Statistics: Employment and Payrolls, Detailed Report, 

rus) 1948 (source unless where estimated). 
S. Department of Labor, Bureau of Labor Statistics: Extent of Collective Bargaining and Union 

Gre icn. 1946. Monthly Labor Review, 44:766, (May) 1947 (source unless. where estimated). 

3 Ibid., Collective Bargaining with ‘Associations and Groups of Employers, 44: 399 (March) 1947 (source 
unless where estimated). 

‘ Estimated. 

5 Major issues are negotiated on an industrywide basis, but agreements continue to be signed by each 
railroad system. 

6 There is also some bargaining on a city, county, and/or metropolitan basis. 

? There is also some bargaining on a regional and/or industrywide basis. 


ee Davey, Harold W.: Contemporary Collective Bargaining. New York, Prentice-Hall, Ine. i 
pp. o/- 
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Appendix 36.—Prevalence of insurance provisions in 503 union agreements, 





Unions 


orients the ee ee 
I ORCOM Geen eee eee ee Ee 


ATO WWORKCYS: = 3 ee a es ee 
Brewery, flour, cereal workers............---.-- 
BlectricaluwoOrkersiles <8. selec ieee 
Food, tobacco, agricultural workers 2__._......-- 
Gas, coke and chemical workers__._......-..--- 
Marine and shipbuilding workers___...---.-.--- 
Mine, mill and smelter workers ?__.........-...-- 
ING Wspapers guild {25-85 Lee ssc see ok 
Office and professional workers 2?_._..........._- 
OTIRWOEKCRSEs teat Be ee 
Packinohouse: Workers. 2. oo. 2 ec enccccbou ss 
Paper workers 
Playthings, jewelry, novelty workers...._....-_ 
Rubber workers 
StCChWORKEISE yee ge a ee ee 


oe ee ee an we ee eH ee ww we ee ee ee ce eee woe 


ERrAN SPORb MOL KONSe. <2 8 Sook Ao cee eee ce 
We SME WOE KCESe.g 22 occ sccscleccuseccieesccce 
Bitter © NG) WinG@Ms. 2.5 225.060 c~acesncecccenss 


otal CLO wunignstce= 2 - = 2222 2 ce 
RC RCC Gee tert once ones See aan coen Se 


LSI CG ee ES a eee ae 
ALICOMODING WONKCISS...-=222--22e-occssco secs! 
Bakery and confectionery workers__..-.-___-_-- 
Cement, lime, gypsum workers_..........------ 
@hemical workerss =. 225255. jee eee 
IB TeCCERICA WOUKCIS= 25 22 ican 
Engineers, International Union of Operating-___ 
Hederal labor UNIONS: 2. <<< 555 Soh se ck 
pHinemensanadsOilers:: 5-5 ae cee 
Grcinpnillensers sete ee eee 


Molders and foundry workers.-_..._---...-..----.- 
Olmcerenmployeeston= a2 Jo oe seek aoe sac = 
LA ERIMAR CNS ea asa el se re ae ee ous 
ierinting pressions 2aeg. ee es 
Pulp, sulphite and paper mill workers_...__.._- 
eetaiclenkS 54.3.5 7 so eee och oe in 
Street, electric railway, and motor coach em- 
OCLs Se ee eee eee 
SREATMISECHS Bae aaa eee e oe So Se he 
FRONEICRWIORKENS= =~ 8c so aac ee os se ae Bec eo 
OtherrAWinnions 2.2: 22 ss 2sc Sees onc So ae Senos 


Rotel cA Wy WMNIONSs <<. 25 5-5 555 Just ks 
12 GI RCT 1 ae OR Se ee EE ee eee 


INDEPENDENT UNIONS 
Machinists, International Association of........- 


Mine Workers, United 
Other independent unions__.._........-.--2...- 
















1949-50 
Com- 
Total. | Text.of Peet pany | Miscel- 
number | Pl#n. in-| contin- | ,28tees laneous | No in- 
of cluded wediaia toadopt| insur- pe oes 
in con- | 3; group in-| ance clauses 
contracts tract oer surance | clauses 
plan 
503 57 30 31 60 325 
100. 0 11.3 6.0 6. 2 11.9 64. 6 
45 6 2 5 3 29 
3 Occ eae es | Es kis ah ete 2 
30 8 3 1 2 16 
(20) | Rank eee | WE TCR e aA ee hater 1 4 
10 | ee 2 1 1 6 
Ps UR is ae EE Sg a oes ee eee 1 
6 2 aPE le eee oe Sea 98 3 
3 Eb Gee ae lard pee at Tha pee et 24 
AEN pee See AN es Oe eee te ia! ee 4 
1 ae | Se Re a Bees cay. Owe a 8 
3 1 {eS Serres 1 1 0 
Sib Se eua i 2 8 2 
Fo | ee See ee ye ee ee 1 L 
12 Hig re SPAS a 1 3 €& 
42 12 5 Sou cee 17 
18 S| ses ees. Pye) See ee mes & 
eh | Ss ee ee | [| ee ro ee 1 5 
Pog | ee ame. che 1 1 
19 a Den te ees 4 12 
240 43 Zit 21 28 127 
100. 0 17.9 8.8 8.8 A 7 52.9 
Da ee eee TE a | RR ea | Le an 1 
ll ace of dpa) US, eRe = Rea |e gnome 2 Z 
5 1 jes SR ere erate | Rae 4 
| ieee cae on ah ee | a |e RP 74 
TOME es ae 1 Sees ee oe g 
25 Qo Sel es 2 2 19 
6 | ae Se, aha (eee Nee en ee 4 
15 2 NG a AeA ee Se 12 
CO | Se ea nl | See ee eh |, OE || ee a 4 
55 | se Ee ee ee 1 4 
C1 | SE or NE (eed mer || MPS aOR G1 0 SS ke 4 
7 | Seas ge pene Soe Sars eae OR is Seen FS Ge AE 4 
1 a |e ee (ea eee, ee Be oe 4 10 
MG tices Ca AS SEES Ee Se 2 14 
S| | Ae ean | ace ee eel 4 Wie pte cha aed 1 
Onl hoaeoaacalse beast ote caren ees 1 2 
(Ue See MOE ewe «:))| Siete Se Pra eee 4 
Ginko aS 228 oes eee er ce nears 6 
On poeta etna wee ) | ees eA 4 
5 1 21h Seer eee ee 1 I 
23 1 1 3 3 15 
162 Us 6 8 16 125 
100. 0 4,3 3.7 4.9 9.9 Gia 
32 3 es ee 8 20 
28 ea eee eee 1 3 21 
41 1 2 1 5 32 
101 7 3 2 16 73 
100. 0 6.9 3.0 2.0 15.9 72. 2 


Total independent unions----.......-...-- 
Percent 








1 Not certain whether local union involved is now affiliated with CIO through International Union of 


Electrical Workers or is now independent, 
2 Now independent. 


Source: Brower, F. Beatrice: Company Group Insurance Plans (Studies in Personnel Policy, No. 112), 
New York, National Industrial Conference Board, 1951, p. 49. 
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Appendix 37.—Group insurance provisions in 178 union agreements with 
insurance clauses, 1949-50 





Independent 


Total CIO unions AFL unions aioe 


Num-| Per- | Num-| Per- | Num-| Per- | Num-| Per- 
ber of | cent of | ber of | cent of } ber of | cent of | ber of | cent of 
com- com- | com- com- com- com- com- com- 

panies | panies |. panies | panies | panies | panies | panies | panies 


eens | SR | RS | | ES | ES | ES | SS 





Notaltse:. 3 a. cee eee 178 | 100.0 113. 000 37.| 100.0 28 100.0 
‘Text of plan imiconmtract_------------ 4 57 32.0 43 38. 0 int 18.9 if 25.0 
Present plan to be liberalized___-__-- 30 16.9 21 18.6 6 16, 2 & LOT 
Company agrees to formulate plan__- 31 17.4 21. |. u.18..6 Sule BINS 2 te 
Present plan to be continued -------- 33 18.5 18 15.9 6 16. 2 9 32.1 
Present plan to be made part of con- 
ratios + ose oe eee eee ee 3 Ley 3 2.7, {eee aS SROs See SS es ee 
Union members may participate in 
CxIShiMoupIan= te ee eee a 3.9 2 1.8 4 10.8 1 3.6 
Plan prerogative of management---- 5 P< all | sean | ic Sed) | sa Be | RE PS 5 17.9 
Company agrees to study plan------ Ht Pa (pi ep 5 Speer | mee oe 1 DT et Sache eee 
Provision for payment of premiums 
AULIN MA VOlie ae sae See 2 i al Si Delle 9 1 OU eee ae aes S 
* Provision for military service____.__- 2 | es gay Hee pi (ec ne 2 5. 4. |-2eee Sale 
Company to pay part of cost-..____- a seis 1 95 il Past } 3.6 
Life insurance for retired employees_- 1 .6 1 Fi: eee ie ae fs Sr | ee 
Company has group insurance plan__| - 2 1.1 2 LiSii| paces aac osc ess alse 
Company to give notice of discon- 
CINWANCE: oc 0. ooo code cate see sssece ] 


Source: Brower, F. Beatrice: Company Group Insurance Plans (Studies in Personnel Policy, No. 112). 
New York, National Industrial Conference Board, 1951, p. 50. 


Appendix 38.—Negotiaied insurance programs: types of benefits included in 
169 coniracts with insurance clauses, 1949-50 


Total contracts 
Types of benefits OE ss 


‘Contracts with insurance clauses.-.._.---- Se ee 109 100. 0 75 22-4: mee 

Benefits include: 
PiteuMSULANCe 2 w= so ee ee A 103 94.5 72 19 12 
Accidental death and dismemberment benefits_- 44 40.4 _ 80 9 5 
Disability: benentSeh- see 93 85.3 67 16 10 
“Hospital benefits, employees........------------------ 70 _ 64.2 50 12 8 
‘Hospital benefits, dependents........-.....---_....- Si 28. 4 OBE 5 3 
Surgicalebenefits, employees. ._.2.. 2212-25 eee 532 48.6 39 8 6 
Surgical benefits, dependents__..._.-._--------_--_-- 25 aOR ON 18 iS 2 
Medical benetits <= 2. .2<oss Joos -senstes eee a 19 17.4 16 2 4s 1 
pEMMe HO GOSS Sc 8 5 at ce a ere een 24 22.0 14 eri 3 
Biwe whield. 22s. FoF. 2c aes ok swe aeee e es 5 4.6 2 2 1 
1.8 1 1 eee eee 


Nonprofit medical__......_._..--.- eee emt eee ee eee 2 


Source: Brower, F. Beatrice: Company Group Insurance Plans (Studies in Personnel Policy, No. 112). 
New York, National Industrial Conference Board, 1951, p. 52. 
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